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victim of hemorrhoids— 





but she demands non-surgical treatment 


There are many patients who turn a deaf ear 
when they are advised of the need for surgical 
removal of hemorrhoids. They demand palliative 
treatment, and it is often expedient, temporarily at 
least, to accede to their wishes. For such cases, as 
well as for mild cases that do not require surgery, 
we suggest Airol Suppositories. 


HOFFMANN LA ROCHE Inc., Nutley, N. J 








AIROL SUPPOSITORIES 
‘Roche’ 

Anesthetic 

Antispasmodic [== 


Antipruritic 





Emollient 


Antiseptic In boxes of twelve 
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ONE NATIONAL ORGANIZATION 
TO OTHERS 





An invilalion is hereby extended to established Hospital 
Associations to make use of the wide and varied fund of 
specialized knowledge and information that is to be found 
in the collective experience and data of member concerns 


of this organization. 


This association stands always ready to cooperate, 
through its members, in assisting other Hospital Associa- 
tions to find answers to those questions with which com- 
mercial firms are more familiar. inances, promotion, cred- 
its, collections, legal and legislative matters—in these and 
many other ways Hospital Exhibitors’ Association can offer 


you expert aid. 


We stand ready to serve. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 
ASSOCIATION 
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Endotracheal Anesthesia 


“ (VF YGLOPROPANE 


(MALLINCKRODT) 


Satisfactory fy) BRAIN - DENTAL 
AND PLASTIC SURGERY 


Deep anesthesia by endotracheal administra- 
tion, with diminished respiratory interference 
and ample oxygenation, recommends Cyclo- 
propane (Mallinckrodt) for Anesthesia in sur- 
gery about the head. 


Induction of endotracheal anesthesia with Cy- 
clopropane, using large tubes for “to-and-fro” 
breathing usually is quite easy and compares fa- 
vorably with ether, ethylene and other methods. 


Experienced anesthetists may prefer to carry 
these cases with nitrous oxide after intubation 
with Cyclopropane (Mallinckrodt). 


Send for new brochure “Cyclopropane 


CYCLOPROPANE (Mallinckrodt) for Anesthesia. 


ay Mt oy al 
Se 


SASS ed ceo cece? 
xcanoor CHEMICAL We re oe Nae 
: iL ae ye Tice WAN CH EMICAL WORKS 





ST. LOUIS "NEW YORK 
CHICAGO TORONTO 
PHILADELPHIA MONTREAL 


Cyclopropane (Mallinckrodt) may also be 
obtained through the various offices of 
the Puritan Compressed Gas Corporation. 





Mallinckrodt Chemical Works — 


St. Louis, Mo. ° 72 Gold Street, New York, N. Y. 
(address nearest office) 


uae 


© Nene ie 

2 \CKRODE CHEMICAL Wi I should like your latest brochure “Cyclopropane 
M y P 
ONTR PHILADELPH! (Mallinckrodt) for Anesthesia.” 
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This is going to be an absolutely in- 
formal page in which you and I can talk 
shop. If you have anything in your hos- 
pital or have run across something that 
has interested you, write me about it. 
Perhaps there is some problem you want 
to talk over just as we do when we 
meet. Possibly you or I may have had 
some amusing experience. This is the 
place for anything of interest. Send it 
along. 


The Board of | Directors 


Let’s start at the top. I have often 
noticed a strange psychology in the 
Board of Directors that I have never 
been able to explain. Usually in their 
own business they are successful men 
and women because they build up an 
organization. At the top, under them- 
selves, they place a manager in charge 
and let him run things. So long as he 
produces results they leave him alone; 
when he fails hopelessly they fire him 
and get another. 

Put those same men and women on 
the hospital board and, of course, they 
hire a manager. They consider him com- 
petent or they would not hire him, but 
all too often, even though they don’t 
know much about the hospital, they com- 
mence to teach him his job. 

Sometimes they consider it to be their 
duty to go around the hospital checking 
up on the superintendent. I once knew 
a director who used to find out when 
the superintendent would be out so that 
he could get into the business office and 
look for trouble. 

Of course, we all want our boards to 
be interested and they have a right to 
know everything that is going on. We 
have nothing to conceal and are always 
pleased when a director comes out to the 
hospital. But he should never go around 
behind the superintendent’s back nor 
should he go over his head to give orders. 
If any of your board persists in doing 
any of these things, you will have to 
call a showdown or stop it by some other 
means. Either the practice will have to 
stop or your period of usefulness is over 
and you may. as well resign. 


Have You a Hobby? 


Have you a hobby or do you just work? 
Management of a hospital is an absorb- 
ing task, the hours on duty are long and 
the administrator, in many hospitals, 
must remain on call even when off duty. 
The result often seen is that we drift 
into a habit of doing nothing but man- 
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age the hospital, a habit which is bad for 
us in every way. 

Recently I have been fortunate in be- 
ing allowed a glimpse of the hobby of a 
well known hospital administrator. Just 
now he has a first new baby in his home, 
which absorbs a lot of his time, but he 
still keeps his hobby going. Strange as 
it may seem, his hospital still comes first 
but he combines his second and _ third 
absorbing interest with the result that 
he has some splendid color photographs 
of his young daughter. 

I knew another man whose hobby was 
wood work. He had a carpenter shop in 
his basement and when he came home 
after a trying day his delight was to get 
into old clothes and do some fine cabinet 
work. It absorbed his mind but the 
exercise was chiefly physical and after a 
couple of hours he was mentally rested. 

Not long ago I spent an evening at 
the home of a hospital friend. In > bright 
basement room, his boy of ten had an 
electric train set up and the thr-r 
spent the evening playing with it. I am 
doubtful which of us had the most fun, 
the boy or the grownups. Anyway, our 
wives came down after a while to re- 
mind us that they were deserving of 
some attention. 

Hobbies are many and they are not 
worthy of the name unless they are ab- 
sorbing. Some are expensive, some cost 
little and some can even be made to 
yield a revenue. The A. H. A. has recog- 
nized the value of hobbies and is again 
putting on an exhibit this year. Visit it 
when in Atlantic City at the convention. 
Perhaps it will suggest something to take 
your mind off the daily grind. 


The Perfect Medical Records 
Committee 

People in hospitals who know me will 
expect something on medical records 
and, since I have to write the whole page 
this time, I am not going to disappoint 
them. Here is a description of the most 
successful Medical Records Committee 
I ever knew. 

First--Senior men were selected, 
and they were interested in making 
the hospital an increasingly better 
place to go when ill. All the special- 
ties were represented. 

Second—They met regularly. Every 
Monday night they had supper to- 
gether and immediately after supper 
went to another room where the rec- 
ords for the week were placed on a 
table. 

Third—Each man selected a record 
in his own specialty. If it was of 





sufficiently good quality he initialed 

it and it was filed. In passing judg- 

ment they overlooked formal detail 
and exercised rational common sense. 

Fourth—lf a record was not satis- 
factory it was passed to the superin- 
tendent who acted as secretary and 
in that capacity wrote the attending 
physician, calling his attention to the 
deficiency. 

Fifth—And very important — The 
incomplete record was returned to the 
committee at its next meeting. If it 
was still incomplete the attending 
physician got a rather sharp reminder 
and this was his last notice from the 
committee. 

Sixth — And equally important — 
The incomplete record came back to 
the committee a third time. If it was 
still incomplete, it was, nevertheless, 
ordered filed because the committee 
considered that a record written a 
month after discharge was worthless. 
The ruling was that the committee 
recommend to the board that the de- 
linquent member be suspended, a rul- 
ing that was used only once. The 
staff immediately realized that the 
hospital meant business and no rec- 
ord ever came for third review so 
incomplete that it could not be ac- 
cepted. 

Seventh — The committee main- 
tained its interest. The job was never 
allowed to become routine. When any 
member found an interesting case 
everybody stopped work and dis- 
cussed it. Sometimes these discus- 
sions kept them in session until ten 
o'clock, but at the end of three years 
when it was suggested that a new 
committee take over the work, every 
member refused to give up his ap- 
pointment. 

The results were worthy of note. 
Eighty per cent of the records were 
accurate, scientific documents, and the 
hospital acquired a reputation for safe- 
guarding its patients. 


Elixir of Life 


A little fun. 

Interesting experiences. 

Serious things aa., q.s. 

Sig—Take as much as you want when 
you want it. 


LO Quox 
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MATTING 


No. 424. “Why Matting?” a four page folder issued by 
American Mat Corporation, describing the advantages of rub- 
ber matting for use in building lobbies. 


MATTRESSES 


No. 469. Descriptive folders covering Spring-Air mattresses, 
both the inner-spring and outer-spring types. The Spring-Air 
mattresses have the Karr spring construction guaranteed for 
fifteen to twenty years. The patented, yielding, pivotal hinge 
construction of the Karr unit provides correct, conformable 
support to the patient’s body. Spring-Air also makes operat- 
ing table pads with the Karr spring construction, said to elimi- 
nate post-operative backaches because it provides correct spring 
support for the body. Master Bedding Manufacturing Com- 


pany. 
PAGING AND PUBLIC ADDRESS SYSTEMS 


No. 422. “Program Sound System.” A descriptive, illus- 
trated twelve-page booklet, explaining the application of the 
Western Electric Company’s sound distribution system. 


PHARMACEUTICALS 


No. 465. Hoffman-La Roche, Inc., has released the 1937 
list of prices for its line of Roche hospital products. This 
is the first price list issued by this company in five years. The 
new 12-page booklet also serves as a catalog of Roche 
products. 


RECORDS 


No. 412. “Alphabetical Indexing,” describing the alpha- 
betical disease and operation indexes; also other essential in- 
dexes as statistics cards, patients’, physicians’, x-ray and lab- 
oratory. Physicians’ Record Co. 


No. 413. “Standardized Hospital Record Forms.” Ap- 
proved forms for professional service, administrative, account- 
ing and all other departments. Physicians’ Record Co. 


No. 458. “Case Studies,” a booklet by an authority on 
medical records which tells what constitutes a good case his- 


‘tory and describes its use and value. Physicians’ Record Co. 


SOLUTIONS 


No. 403. “Parenteral Administration of Fluids,” an evalua- 
tion of the properties and advantages of Intravenous Solutions 
in Filtrair Dispensers. In booklet form, this treatise covers 
these highly important considerations: Blood Volume, Its Sig- 
nificance, Choice of Solutions, Physical Factors, Classification 
of Indications, Incertitude of Protoclysis, Advantages of Sub- 
cutaneous and Intravenous Administration, Technic and Meth- 
ods of Parenteral Administration, etc. Published by Hospital 
Liquids, Inc. 


STERILIZING CONTROLS 


No. 451. “The Modern Method of Controlling Sterilization.” 
A descriptive and informative pamphlet which explains the 
Diack Control and indicates precautions for its proper use. 
Included are many interesting facts concerning the character- 
istics and correct operation of small and large autoclaves, and 
oo — of drum and other types of sterilizing containers. A. W. 

iack. 


STERILIZERS 


No. 464. Engineering and installation data for sterilizing 
equipment will be gladly furnished by the Wilmot Castle Com- 
pany. This firm invites correspondence relative to problems 
dealing with sterilizer installations. Consultation is without 
obligation. 


No. 465. “Test by Temperature.” A pamphlet which de- 
scribes the usefulness and accuracy of the Lag Thermometer 
as the proper method for checking sterilizing technique in auto- 
clave sterilization. Wilmot Castle Company. 


No. 440. “Relating to the Selection, Arrangement and In- 
stallation of Sterilizers.” A twenty-four page booklet con- 
taining 38 drawings and plans of various types of sterilizer, 
urinal, autoclave, and condenser units, as well as floor plans 
of typical installations. American Sterilizer Company. 


SUTURES AND LIGATURES 


No. 407. A series of brochures describing the following Cur- 
ity products: Dermal and Tension Sutures, Gastro-Intestinal 
Sutures. Also a series of five booklets entitled: “Plain and 
Chromic Catgut,”’ “The Advance in Absorption Control,” 
“Sterilization and Bacteriological Control.” Published by the 
Lewis Manufacturing Company. 


No. 447. A 64-page book, entitled “A Textbook on Sutures,” 
containing the historical and manufacturing background of 
Curity sutures, as well as full details of their inspection, the 
operation-room preparation of catgut, the selection of catgut 
for sutures and ligatures, and explanatory chapters on absorb- 
able and non-absorbable sutures. This textbook, profusely il- 
lustrated, was written by Paul F. Ziegler, Director of Research 
of the Curity Suture Laboratory. Published by the Lewis 
Manufacturing Company. 


No. 463. Catalog of Boro Suture Needles, published recent- 
ly by the Boro Surgical Company, contains price list and illus- 
tration of firm’s line. 


X-RAY EQUIPMENT 


No. 473. Two booklets have been published recently by West- 
inghouse X-Ray Company, Inc., on its new low-priced X-ray 
unit, the Pandex. 





When You Plan to Buy 


you'll find valuable help in the booklets and pamphlets 
listed. They are published by manufacturers and dealers 
serving the hospital field and contain much useful infor- 
mation. Circle the numbers of those you want. They will 
be sent to you without obligation. 


455 459 466 469 451 
436 467 471 472 464 
408 444 470 422 465 
460 445 428 465 440 
376 252 404 412 407 
44] 453 429 413 447 
392 462 437 458 463 
456 461 424 403 473 





IN THE SUPPLIERS LIBRARY 
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HOSPITAL MANAGEMENT. 
612 N. Michigan Ave., 
Chicago, Illinois 


Please see that the items whose numbers I have circled 
are sent to me without obligation. 





ASK FOR THEM 
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Hospital Management's 
EDITORIAL PLATFORM 


l. To elevate the standards of hospital 
practice. 

2. To help in bringing good hospital serv- 
ice within the reach of every man, woman 
and child. 

3. To help physicians, nurses, social 
workers, dietitians and others having to do 
with the care of the sick and injured. 

4. To assist trustees of hospitals in better 
understanding their duties, responsibilities 
and. relations. 

5. To stimulate the better training of hos- 
pital superintendents. 

6. To promote the education of the public 
regarding hospitals. 








THE HOSPITAL AND THE 
INDIGENT EMERGENCY 


» » Once more a private hospital is under fire in the 
local press, being accused by some authorities of heart- 
lessness and dereliction of duty in refusing to give 
more than necessary emergency care to an injured 
person. The case happens to be one which has at- 
tracted wide publicity because the injured man shot 
two holdup men and was himself seriously wounded. 
He was taken to the nearest hospital which is privately 
owned and is assessed for taxes. He was given neces- 
sary care with reasonable promptness and, when it was 
found that he was without funds, he was sent to the 
county hospital. 

In the early reports of this incident it was claimed 
that the patient should have had an immediate major 
operation and that his life was endangered by the delay, 
yet at the county hospital, with all its facilities for 
emergency work, no immediate operation was con- 
sidered necessary and later, the medical director of 
that institution is reported to have stated that early 
operation was contra-indicated. The patient, in his 
first interview, speaks with all fairness of his treatment 
at the private hospital. 

Irrevocable damage has, however, been done. The 
hospital has been publicly blamed; the criticism ap- 
pears to be unwarranted and the resulting loss of public 
esteem will be noticeable. If we are to believe the 
newspaper reports, still further damage was threat- 
ened. The civic authorities are reported to have con- 
templated throwing the hospital into receivership be- 
cause of delinquency in taxes, but found that it had 
already availed itself of the provisions of the National 
Bankruptcy Act to reorganize under Federal juris- 
diction. 

All of this supports the position which we have 
always taken. The care of those who are without 
funds is a responsibility of governmental authority; 
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this responsibility must be more fully met and, in many 
cases, the assistance of the voluntary hospital must be 
sought. 

There is a great deal of talk about the moral obliga- 
tion of the hospital and some regarding legal liability. 
We deny the latter. We do not believe that any law 
would be sustained which would require that the vol- 
untary hospital give free care beyond the amount of 
funds provided for this purpose. The responsibility 
in this respect is squarely up to our various govern- 
mental bodies. 

The moral responsibility cannot be ignored. Hospi- 
tals have a moral obligation to prevent unnecessary 
loss of life. So has the grocer, the butcher and the 
coal dealer. But no person thinks of criticizing the 
neighborhood grocer or butcher when an individual or 
a family dies of starvation, even though he may have 
refused to give so much as a loaf of bread or a piece 
of meat; the nearest coal dealer is not blamed for a 
death from freezing even though he denied the small 
amount of fuel necessary to save the life. Yet the hos- 
pital is accused of neglecting its moral duty even 
though it gave something, the necessary emergency 
care, when it refuses to furnish expensive hospitaliza- 


tion to a patient from whom there is no possibility of - 


receiving compensation. In the case cited this would 
have cost the institution at least one hundred and fifty 
dollars which it did not have. 

There are some differences. The death from starva- 
tion or freezing is slower, more distressing and less 
spectacular but the merchant is not blamed because, 
by his refusal to give, he has been able to keep out 
of the case. 

In the matter of care of the indigent when they are 
well, governmental authority has done a great deal. 
Through various relief organizations sufficient has 
been provided to sustain life, but when the same indi- 
gent person suffers an accident or otherwise becomes 
ill he is apt to find that no provision has been made 
for saving his life or restoring his health. The volun- 
tary hospital has filled this need to a far greater degree 
than can be financially justified and has been criticized 
because it could not do more. It is time our govern- 
mental authorities woke up to the fact that civiliza- 
tion, as exemplified in the United States, cannot get 
along without the voluntary hospital and that provision 
must be made for reimbursing it at cost when it is 
called on to perform a civic duty in caring for those 
of the sick and injured who, for any reason, are unable 
to meet their hospital costs and cannot be cared for in 
tax supported institutions. 

The city of New York has made an approach to the 
problem. That city is already paying voluntary hospi- 
tals for caring for city patients. The commissioner of 
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hospitals has publicly stated that the city could not do 
without them and in a recent report he acknowledges 
that the compensation is below the cost of the services 
rendered. Presumably he is studying ways and means 
of increasing the support. We believe that other cities 
would be well advised to give careful consideration 
to the action taken by New York. 

While we are strongly opposed to any known sys- 
tem of state medicine, we can see only sound business 
judgment in advocating that, insofar as the hospital 
is concerned, civic and other governmental bodies as- 
sume their just burden in caring for the sick and in- 
jured who cannot meet their own obligations. 





NOISE ELIMINATION 


» » Recently we had the pleasure of calling on a 

young friend who had just returned from the hospital 

with her first baby. Being so vitally interested in 

hospitals we asked her what she found to be the most 

pleasing part of this experience insofar as the hospital 

was concerned. Her reply, without hesitation, was 
the food, its quality and appearance. 

The next question was to determine the least pleas- 
< ant factor in hospitalization and after a minute of 
thought she answered “the noise.” In half apology for 
making any criticism she stated that the maternity 
department was very busy on the last night of her stay 
and that the hospital people spent the whole night mov- 
ing beds around to provide additional accommodation. 
During her eleven days in hospital she had slept well 
for ten nights, but the noise of her last night had left 
a lasting impression. 

Disturbance by noise is perhaps the most constant 
complaint against hospital service and this thought is 
suggested—are we in hospitals consistently taking 
every possible precaution against elimination of noise? 
Please note the thought contained in the word con- 
' sistently. We may keep the place reasonably quiet as 
a rule, but one relaxation of the effort may destroy 
the whole effect, as in the case of the patient quoted. 
We must face the fact that outside noise is inherent 
in our great cities and cannot be eliminated. But, there 
are few hospitals, even in the large cities, to which the 
outside noise penetrates to sufficient extent to be dis- 
turbing. It is the inside noises which upset our pa- 
tients and these are largely controllable. We suggest 
two questions for the consideration of each hospital 
administrator. 
First, is everything possible being done to prevent 
noise? 
Second, are all known precautions being taken 
against dissemination of noise? 
In the creation of noise there are several factors to 
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be considered, among them being lack of noise-dead- 
ening equipment, haste and carelessness. Of these the 
first is least important. Even pots and pans and dishes 
in the floor kitchen can be handled quietly with loss 
of very little time. When beds and other furniture 
must be moved, this can be done without noise. 

Haste is the factor next in importance, and the hurry 
so often displayed is seldom necessary. One of the 
characteristics of our American life is our unconsid- 
ered hurry. We are always hurrying but do not get 
to our destination any quicker. An orderly rushing a 
bed down a corridor bumps against something, creates 
a noise and is delayed. He would have got the bed in 
position faster if he had moved slower, used his brains 
a little, avoided the bump and would not have dis- 
turbed anyone. 

Carelessness is the greatest factor and the least ex- 
cusable. Dishes are rattled in the kitchen unnecessar- 
ily ; moving equipment is not watched to prevent bump- 
ing ; conversation is louder than is necessary or agree- 
able; a bedpan is dropped into the rack instead of 
being placed in it. Elimination of carelessness will 
largely eliminate noise. 

The second question, prevention of distribution of 
noise is largely a structural problem and two means 
of prevention suggest themselves. First of these is 
elimination of long sound-reflecting surfaces. In a 
hospital which is already built it may be possible to 
build a buttress or to install a partition breaking the 
long surface of a corridor. 

The second great means of prevention of distribution 
of noise is the use of acoustic material on walls and 
ceilings, and an article written by an authority on the 
subject is presented in this issue of HosprraL Man- 
AGEMENT. Complete installation of sound-deadening 
material on ceilings may not be economically possible, 
but a little money spent judiciously each year will grad- 
ually result in noise insulation which is so desirable. 
Think it over. 




































Supplementing his former work on sterilization, 
Colonel W. B. Underwood, research engineer 
for the American Sterilizer Company, makes 
another outstanding contribution on this im- 
portant subject in the form of a treatise that 
will be presented in a series of four articles. 
The present article is the first of the series, which 
will be continued through the September, 
October and November issues. HOSPITAL 
MANAGEMENT takes pride in presenting to 
the hospital world this latest contribution to 
the art and science of making the hospital the 
safest place in which to be ill. 
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By WEEDEN B. UNDERWOOD 


IT HAS LONG been recognized that the 
safe way to produce complete sterility in 
surgical supplies—gowns, sheets, towels, etc. 
—is by “proper application of steam.”’ Unfortunately 
there has been appalling laxity in defining precisely 
what “proper application” implies, and contrary to the 
usual conception, there are some surgical supplies that 
cannot safely be sterilized with steam. 

Briefly, steam sterilization implies for all porous sub- 
stances—complete permeation with steam, or for non- 
porous substances such as instruments or utensils— 
actual contact with steam. The bacteria-destroying 
power is composed of two factors both of which are 
essential: moisture and heat. These factors must be 
considered in discussing problems of sterilization be- 
cause it is not possible to apply steam to some materials 
so that both factors exert proper influence. 

The writer deplores the persistent tendency to refer 
to sterilization in terms of pressure rather than tem- 
perature. That tendency is directly responsible for 
many serious inconsistencies. 

Dry Heat STERILIZATION. Those supplies which 
cannot be sterilized properly in steam include such 
materials as vaseline, bone wax, oil, talcum powder in 
bulk, and it is often necessary to employ dry heat be- 
cause the materials must be delivered absolutely dry. 

For these requirements the hot air oven is used, in 
which temperature is maintained at 300-350° F. for 
one hour or more. It should be noted that this method 
excludes water. Any moisture (aqueous) that might 
be contained in the articles would be promptiy driven 
off. This method sterilizes by heat alone and obviously 
is applicable only to those products which are not de- 
stroyed by heat. It is the one system known by which 
oils, vaseline, etc., can be rendered absolutely sterile. 

This statement permits of discussion since in the 
majority of hospitals, vaseline and oils are regularly 
sterilized by the pressure method with more or less 
success. The point is that organisms buried in oil or 
vaseline are literally shut off from the moisture of the 
steam, and the heat alone absorbed by these products 
can never rise in any normal autoclave to a tempera- 
ture sufficient for dry heat sterilization. The maximum 
temperature of the autoclave should never exceed 
250° F., and at this temperature an exposure of many 
hours would be needed to destroy spores. That greater 
difficulty is not experienced in the use of such products, 
incompletely sterilized, is accounted for in the proba- 
bility that the substances do not promote the growth of 
bacteria, and are commonly secured in nearly if not 
quite sterile condit'en from manufacturers. 

The reader will do well to bear in mind this require- 
ment for dry heat sterilization because it plavs an inti- 
mate part in some of the processes daily encountered 
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in the surgery, as for example, the interior walls of 
improperly prepared rubber gloves, the inside walls of 
rubber tubing, or instruments coated with oil. 

ATMOSPHERIC STEAM STERILIZATION. This means 
the unconfined (not under pressure) steam from boil- 
ing water as employed in the Arnold sterilizer. It has 
been repeatedly shown that some spores will withstand 
this steam (never greater than 212° F.) for many 
hours of continuous exposure. Obviously, for surgical 
purposes it has no value. 

FRACTIONAL STERILIZATION. This method is em- 
ployed in the laboratory for sterilization of certain 
forms of media which will not withstand the greater 
temperature of the autoclave. The media is subjected 
to the steam from boiling water in an Arnold sterilizer 
for half an hour or more on the first day. This process 
destroys the vegetative organisms and the spore forms 
present in the active, growing stage. It does not destroy 
spores in the dormant stage. Then the media is trans- 
ferred to an incubator for one-day during which some 
of the dormant spores become active. Again the media 
is sterilized in the Arnold sterilizer and the second 
process destroys those spore forms that have become 
active in the incubator. The media is incubated again 
for twenty-four hours, allowing for the development 
of other spores and the third sterilization usually suf- 
fices for the destruction of all organisms. 

The illustrates the futility of the so-called fractional 
sterilization sometimes employed in surgeries. The prin- 
ciples of true fractional sterilization are ignored. The 
organisms are not planted in materials on which they 
can develop; they have nothing to eat; they are not 
maintained in between sterilization at incubation tem- 
perature. If some super-sterilization process is desired, 
it will be far more to the point to prolong one steriliza- 
tion beyond the normal exposure. 

PressuRE STEAM STERILIZATION. The purpose in 
using steam under pressure is to develop higher tem- 
perature than can be secured without pressure, to the 
end that sterilization can occur within a reasonably 
short period. We have pointed out the-need for mois- 
ture when moderate temperature is employed. We can- 
not readily measure the moisture but we do know that 
it results unfailingly when steam thoroughly permeates 
material. We can and do measure the temperature of 
the steam, and that is the factor around which the 
maintenance of the sterilizer hinges basically. With 
any efficient machine the temperature of the steam is 
held within certain defined limits by regulation of the 
pressure, but under no circumstances should this pres- 
sure factor be used as the gauge of sterilization be- 
cause it does not always follow that suitable tempera- 
ture will result from pressure. What are the tempera- 
ture limitations ? 

In tests made public within the past year, with which 
the writer has been closely associated, it has been 
shown that typically resistant pathogenic spores (CI. 
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Welchii, Cl. Novyi, B. septicus, B. subtilis) planted in 
surgical packs just as they may be encountered in 
surgery, were all destroyed when subjected to steam 
in an autoclave at 230° F’. within ten to fifteen minutes. 

In a very practical sense this serves to detine the 
extreme minimum requirement for surgical steriliza- 
tion. It is not suggested that any sterilizing process 
would receive our approval if conducted at so low a 
range. There is grave need for a liberal safety factor 
as will be discussed later. 

With this establishment of minimum limitations, we 
have, on the other hand, abundant data to show that 
nearly all surgical supplies are injured and sometimes 
destroyed by repeated sterilization at temperature in 
excess of about 250° F. An economic factor is thus 
apparent which indicates need for greater precision in 
performance, that will insure considerably greater than 
the minimum requirement, but not so great as to in- 
volve injury to expensive supplies. This has become 
much less of a problem with the advent of “tempera- 
ture controlled” sterilizers which have been in extensive 
use since 1933. 

With “temperature control” there remains no ques- 
tion of the character of the steam. Formerly this was 
a serious question because one never knew whether the 
temperature indicated by the pressure gauge was that 
of pure steam or steam largely reduced to its pene- 
trative and sterilizing properties by undischarged air. 
Because of this uncertainty, there came into common 
use the practice of sterilizing at abnormally high pres- 
sures—twenty pounds or more—to overcome the handi- 
cap of not knowing what temperatures were developed. 

With “temperature control,” there is no need for 
such abnormal safety factors—and we cannot afford 
them. Modern machines develop temperature closely 
corresponding to the pressure maintained and if we 
maintain higher than necessary pressure, the destruc- 
tion of supplies becomes economically serious. To 
illustrate: prior to 1933 a majority of our hospitals 
sterilized bulk supplies for one full hour at twenty to 
twenty-five pounds pressure, and many of them have 
continued that practice with the new and highly effi- 
cient machines with the obvious result that materials 
are turning brown and becoming rotten after a few 
sterilizations. From dozens of potentiometer records 
in the writer’s possession, temperatures developed in 
those older “pressure controlled” machines very fre- 
quently did not equal or exceed the temperature of 
modern machines—operated at fifteen pounds. Just 
one example will be sufficient to illustrate the point. 

Potentiometer tests were made with fifteen sterilizers 
scattered about through one very large hospital. Pres- 
sure varied between seventeen and twenty-two pounds 
corresponding to pure steam temperature of 254° to 
261° F. Exposure periods varied from thirty minutes 
to one hour. Only four machines out of fifteen de- 
veloped temperature in excess of 240° F. at any time 
during sterilization. 

Few operators of sterilizers are able to understand 
how such radical things can possibly occur, and are 
prone too often to minimize the importance of “tem- 
perature control.” It is true enough that sometimes the 
“pressure controlled” sterilizer will function with per- 
fectly satisfactory efficiency. There is no mystery 
about that, but if the temperature of the steam is not 
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measured, there is no possible way to gauge perform- 
ance to the end that a clogged discharge line may not 
suddeniy most seriously interfere with sterilization. 

‘this system of “temperature control’ provides a 
mercury thermometer of known and permanent accu- 
racy, with its bulb located in the air discharge system 
upon which the efficiency of the sterilizer is absolutely 
dependent. It gauges the temperature of the air dis- 
charge and ultimately the temperature of the steam 
with which the sterilizer is filled, and it measures that 
temperature at the coolest area in the chamber. This 
is the operator’s gauge of sterilizing conditions, posi- 
tive evidence of the one thing in which she must hold 
her interest. 

Now It Is Possip_e To EstaBiisH RELIABLE LiMI- 
TATIONS. Somewhat arbitrarily but with ample data to 
justify, we recommend automatic maintenance of pres- 
sure at fifteen to seventeen pounds. It is a simple 
matter to provide automatic regulation within these 
limits. We prescribe that during each performance the 
temperature shall advance, as measured by the ther- 
mometer, to not less than 248° F., and not greater than 
252° F. The period of exposure shall never be meas- 
ured or timed until the thermometer indicates at least 
240° F., which range has been selected because ex- 
haustive tests have shown that when pressure is main- 
tained at fifteen pounds, the major portion of air will 
have been exhausted before the temperature rises to 
that degree. 

How SHALL WE PRESCRIBE THE STERILIZING PERIOD 
oF Exposure? We have assured ourselves of the 
sterilizing quality of the steam. Now for what period 
of time shall we sterilize? If we know the character 
of the load and its arrangement in the sterilizer, we 
can prescribe from reliable data an exposure period 
that will be amply safe, but if the methods of preparing 
and loading are not uniform and in accord with correct 
principles, then every changing load becomes another 
problem. It is necessary to prescribe these details with 
thought to the fundamental factors which apply. 

In any steam sterilizer, the movement of air out of 
packs and the penetration of steam which follows always 
occurs in a downward direction. At the beginning, the 
chamber of the sterilizer is filled with air in and sur- 
rounding the load. That air is much heavier than the 
steam, and when steam is admitted the obvious thing 
occurs—steam floats to the top and compresses the air 
downward. Every modern sterilizer has an outlet at 
the bottom which is controlled thermostatically. That 
means the outlet remains open when cool, closes only 
when hot steam follows the cooler discharge of air and 
heats the thermostatic element and causes it to close 
off the outlet. 

There is a distinct movement downward of the gaseous 
content of the chamber. The open spaces around 
the load will be very quickly evacuated of air and filled 
with steam. Then the air within the packs will much 
more slowly gravitate from them and dissipate into the 
stream that is moving toward the discharge outlet. The 
reader should note from this description that where 
the open spaces occur, even though they are tiny, steam 
will normally flow rapidly, and where this occurs the 
load is contacted, and obviously the more open spaces 
the better for quick penetration. 

(To be continued in September) 
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ORIGIN AND GROWTE OF 


The Women’s Fluxiliary 


» » » MUCH HAS BEEN written about the un- 
selfish and devoted service and the liberal 
financial aid furnished by numerous wom- 

en’s auxiliaries throughout the United States. It is 


“no exaggeration to state that many institutions would 


not have been able to exist and carry on their essential 
services to humanity, especially during the dark days 
of the depression, without the wholehearted support 
of their respective auxiliaries. 

Yet how many of us know who invented this splen- 
did plan and the history back of it? If he had not 
become associated with Stony Wold Sanatorium and 
had casually learned that this great idea originated in 
the fertile brain of that institution’s beloved Founder 
and Chairman, Mrs. James E. Newcomb, the writer 
would undoubtedly still be among the many people 
engaged in hospital work who have never given the 
matter a thought. 

Examining records and reports dating back to the 
year 1901, it has been possible to assemble some inter- 
esting data with respect to the humble beginning but 
amazing development of the women’s auxiliary. 

The following quotation is taken from the first an- 
nual report of Stony Wold Sanatorium: 

“On the morning of January 11, 1901, at the resi- 
dence of a group of women met to 
lay the foundations of an enterprise for the relief 
and care of working-girls, young married women 
and little children suffering from tuberculosis in 
its incipient stages. The magnitude of the task did 
not daunt them, and it is the pleasure of your secre- 
tary to here report briefly the inspiring results of 
this first year of effort. 

“The plan of forming auxiliaries to the central 
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By O. J. SANDAAS 


Business Manager, Stony Wold Sanatorium, Lake Kushaqua, N. Y. 


Airplane view of Stony Wold Sanatorium. Inset, Mrs. James E. 
Newcomb, founder of the Women’s Auxiliary. 





body was then decided upon. Each auxiliary contrib- 
utes $600.00 the first year to build and equip a 
room, and, after that, a sum sufficient to support 
the occupant. Since January, 1901, seventeen auxil- 
iaries have been formed, six of which have only 
recently been organized. f 

“At every parlor meeting a physician has been 
invited to make a brief address, as it was important 
that the members of auxiliaries should know the 
need of this work, and hear statistics and facts from 
medical experts. The physicians have come gladly ; 
in many cases leaving their office hours, and, with 
an evident realization of the importance of this un- 
dertaking, have aided us immeasurably. 

“Tt would not be fitting to close this report with- 
out paying a tribute to the clear insight and tactful 
business methods of our president. As the origi- 
nator of this enterprise she has borne the burden, 
and can now, at the close of the first year, see the 
encouraging results of her labor. Except for her 
indomitable perseverance in the midst of obstacles 
and discouragements, ‘it is doubtful if the project 
would have materialized. 

“We who are interested in this cause can feel 
indeed that there is no proposition which offers 
promises of larger returns in the relief of suffering 
and saving of life than one which looks to the estab- 


(Continued on page 61) 
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A POHICY AND PROGRAM FOR 


 Volun tatty Hospital 


» » » A SACRED WRITER, a doctor of medi- 
cine, about two thousand years ago, stated 
that a wise builder will seriously consider 

his plan and his expense before he begins the erection 
of a structure. It is expedient for the administrator 
of a voluntary hospital to follow this ancient but whole- 
some advice. He should evolve a policy and program, 
which will cover a year or possibly five years, as to 
the internal expansion of the hospital and its type of 
service to the patient. 

It is quite needless to remind ourserves of the pain- 
ful years of the depression which every voluntary hos- 
pital endured, and during which it endeavored to carry 
on in the face of financial ruin. A number of voluntary 
hospitals found it impossible to continue operation dur- 
ing the distressing years. Today better economic con- 
ditions prevail. Again the patient is becoming hospital 
minded. The modern physician and the efficient sur- 
geon desire to hospitalize the patient. They appreciate 
the progress hospitals have made in the past twenty- 
five years. They know that twenty-five years of asepsis 
and twenty-five years of teaching preventative medi- 
cine have saved more lives than were sacrificed in the 
World War. They are grateful for the charity which 
voluntary hospitals have extended to indigent sick 
patients during the lean years, and therefore, they are 
eager to support the institution which has rendered a 
commendable service in the community. 

A voluntary hospital offering a diversified medical 
service, meeting the requirements and standards of the 
American College of Surgeons, the American Medical 
Association and the American Hospital Association, 
should formulate, adopt and inaugurate a policy and 
program which will inspire confidence, insure efficiency 
and create the feeling of security and friendliness. 

The voluntary hospital of this type will have unqual- 
ified support of the doctor and the enthusiastic patron- 
age of the people of the community, and it will also 
appeal to the philanthropist and to the capitalist. Dur- 
ing the depression many large fortunes vanished. To- 
day the capitalist of small and large fortune is heavily 
taxed. Since he can make appropriations to charity 
from these taxable funds, he is willing to give a part 
to needy humanity, to projects and to institutions, 
when he is shown that the institution has a definite 
policy and program for the future. 

The six suggestions here indicated are submitted as 
a brief outline of a policy and program that can be 
used in any voluntary hospital. 


Organization 

1. The coordination of all hospital departments 
under an administrator. No organization can function 
where there is a difference of opinion or a division of 
authority. The administrator represents the board of 
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By CLINTON F. SMITH. F. A. C. H. A. 


Administrator, Grant Hospital, Chicago, Ill. 


The storeroom at Grant Hospital provides for an orderly 
arrangement of all supplies. No person is allowed to pass 
the grille without permission from the storekeeper. On the 
opposite page is shown the nursery at Grant—modern in 
every respect. Features are the incubators, separate bassi- 
nets and a separate bathing room. 
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trustees or the board of managers from whom he 
should secure directions as to the management of the 
institution. He is the representative of the board and 
should carry out all plans and proposals for them. He 
should feel obligated to secure permission from his 
board for every major undertaking in the hospital. 

2. Securing efficient department heads. If a depart- 
ment is to be organized efficiently and economically, 
it is necessary to secure a well-trained person for that 
particular branch of service. For example, if the 
dietary department is to function efficiently it must be 
in charge of a trained dietitian. This is true of every 
department in the hospital. Success is always a ques- 
tion of personality. The well-qualified, adaptable per- 
son will efficiently organize and conduct his depart- 
ment. 

3. In the organization there must be the feeling of 
loyalty and co-operation on the part of each department 
head, as well as the members in the department. The 
board of directors and the administrator can affora 
neither the time nor the annoyance to attempt to carry 
on with someone who is constantly endeavortng to con- 
duct his department in his own way. This places an 
obligation upon the administrator to make a job analy- 
sis for each department head and a definite plan of 
work for each department. 

4. The administrator should secure reports from 
each department and be prepared to present a detailed 
summarized report to the board of directors. The 
more detailed this report, the easier it will be for the 
administrator to give his board a comprehensive state- 
ment of what is taking place in the hospital. 


Medical Staff 

The voluntary hospital cannot function without the 
doctor. The modern hospital is meeting competition in 
several ways, first by providing office space for its 
medical staff, usually in a separate building. The medi- 
cal building should be connected in some manner with 
the hospital building and should be quite accessible 
for patients from the doctors’ offices. 


HOSPITAL MANAGEMENT, August, 1937 


Second, the modern hospital should provide diagnos- 
tic clinics for its medical staff. The modern doctor can 
not practice good medicine without the aid of superior 
labor facilities. 

Third, the hospital should take a personal interest in 
its medical staff, frequently showing its appreciation 
for sacrificial service which the medical men give to the 
hospital. It is true that the hospital provides an organ- 
ized work shop for the medical man without any cost 
to him, but in turn the conscientious doctor renders a 
vital service to the hospital and to its patient. 


School of Nursing and Nurses 

The School of Nursing is an important part of the 
voluntary hospital. It is understood that the hospital 
is of sufficient size and its census of patients is of such 
daily average that it can offer to the student nurses 
clinical material for teaching purposes. 

It is of vital importance for the school of nursing to 
affiliate with some university for a five year course. 
Many nurses are eager for the two degrees that can be 
secured in this manner. 

In addition to the educational program for the nurse, 
the modern voluntary hospital is interested in the train- 
ing of internes and resident physicians. When the 
interne comes to the hospital both he and the hospital 
staff should appreciate the fact that it is his fifth year 
of training and a continuation of his medical education. 

Another phase of education which the voluntary hos- 
pital can carry on effectively is the training of record 
librarians and the training of anesthetists. Many young 
women are eager to enter this type of service and the 
well-staffed and well-equipped hospital in these depart- 
ments will have no difficulty in securing students. 


Public Relations 
There is a fundamental belief and conviction that 
a good hospital need not advertise, a conviction which 
is accepted by progressive administrators and boards 
of directors. However, there is a certain relationship 
that the hospital should sustain between hospital per- 
(Continued on page 58) 
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NOISE 
LIMINATION 


IN HOSPITALS | 


By JULE ROBERT VON STERNBERG 


Celotex Information Service 


« « « SIMON FITZ MARY, Sheriff of London, 
in 1247, founded a priory for the sister and 
brethren of the order of the Star of Bethle- 

hem. A hundred and fifty years later this same priory 
began to receive and care for lunatics, and in 1547 
Henry VIII handed it over, with all its revenues, to 
the City of London to be used solely as an asylum for 
the insane. Bethlehem Hospital as it is now called, or 
more popularly, “Bedlam,” because of the screams and 
outcries of its patients which could be heard for many 
fields around, became the source of our synonym for 
uncontrolled clamour and deafening noise. 

Until recent years, even in the best hospitals it was 
recognized that some noise was inevitable and a great 
deal of thought was devoted to reducing this to a mini- 
mum by the use of rubber tires, bumpers, etc. Now 
noise absorption is receiving attention. 

Today, it is difficult to appreciate the depth of ig- 
norance that marked the medieval period, especially in 
regard to the care of the sick, but it is reassuring to 
know that our contemporary hospitals are the quietest 
spots in a noise-besieged society. The development of 
“noise control” has been a steady, thorough growth, 
that has had two objectives: to eliminate the confusion 
and strain caused by noise and to prevent, or curb, its 
transmission. In addition, architects and engineers, 
with the help of medical men, have studied the problem 
with a view to reconciling these variables: cost, quiet- 
ness, cleanliness and ease of maintenance, realizing 
that the problem is not simply one to be isolated and 
separately cured. 

Although many of the causes of noise have been 
eliminated, or subdued, there is bound to be noise 
wherever there are patients or heavy traffic—wherever 
there is life. Nurseries, kitchens, service rooms, wards 
and corridors are illustrations of typical noise produc- 
ing areas of this type. Naturally, this noise can never 
be stilled completely. The problem is to prevent its 
passage to other rooms and to other patients and stop 
its amplification. A general method used to accomplish 
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this is to cover the walls or ceiling with sound-absorb- 
ing materials which, by absorbing the sound waves, 
prevent them from being magnified and prolonged by 
their reflection between the surfaces in the room in 
which they are generated. The advantages of this type 
of installation for hospital use, particularly, are that 
it not only reduces the intensity of the noise at the 
place of origin, but also permits leaving open commu- 
nicating doors to other rooms. 


The use of sound-control materials in hospitals has 


been largely neglected, and the usual wall and ceiling 
finish of hard-trowelled plaster and paint has acted as 
a perfect amplifying drum-head for all noises striking 
them. Tests made by the Acoustical Materials Asso- 
ciation have shown that average plaster reflects over 
ninety-five per cent of the sound energy that strikes 
it. A good acoustical tile, such as that used on the 
ceilings of the New York Psychiatric Institute of the 
Presbyterian Medical Center in New York City, would 
absorb over seventy-five per cent of the sound energy 
striking it. The cumulative effect of this absorption is 
astonishing and results in remarkably quiet and effec- 
tive areas. 

The only acoustically-treated surface in the average 
hospital installation is the ceiling, because it presents 
an even, unbroken area directly over the source of 
the sound, providing enough acoustical area to effi- 
ciently reduce the noise intensity of the treated room 
below the annoyance level. 

The degree of sound absorption necessary to quiet 
a given room must be determined by technical analysis. 
This computes the absorptive abilities of all the mate- 
rials composing the room, and estimates the intensities 
of the noises, present and projected. It has become 
common engineering practice to state the quieting ef- 
fect of treatment is a given room in terms of the reduc- 
tion of the noise level in decibels, or simply as a so- 
called “decibel reduction.” The decibel (db.) is a 
logarithmic unit of sound intensity adopted for con- 
venience in handling the extremely large range of fre- 
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The noise generated in a kitchen, even when that room is some distance 
from patients’ rooms, can be readily transmitted by means of open win- 
dows, ventilating ducts, stair wells and corridors. The photograph on the 
left is of a sound-absorbing installation made on the kitchen ceiling of the 
Boston Lying-In Hospital, Boston, Mass. 


quencies which the human ear is capable of hearing. 
Sound intensities when stated in decibels are referred 
to as “intensity levels,” or in the case of noise, as 
“noise levels.” 

An intensity level of 0 db. corresponds to the physi- 
cal intensity of a sound just too faint to be heard by 
the normal ear. A level of 10 db. corresponds to 10 
times the original intensity, 20 db. to 100 times the 
original, 30 to 1000, and so on. To give a clearer 
conception of the type and intensity of common sounds 
and their decibel ratings, the following will be helpful: 

The threshold of audibility (below this there is no 
hearing) marks the lowest end of the decibel scale. 
The rustle of leaves, or a whisper, rate from zero to 
twenty decibels. A home and a quiet conversation usu- 
ally create sounds equivalent to twenty to forty deci- 
bels. The average office, or ordinary conversation rates 
from forty to sixty decibels; a noisy office, a telephone 
conversation and ordinary traffic rate sixty to eighty. 
Heavy traffic and pneumatic drills are eighty to one 
hundred, and an airplane engine, from one hundred 
to one hundred and twenty decibels. This marks the 


top of the scale—the threshold of feeling. 


From the theory of reverberation, it can be shown 
that the average intensity of sound in a room is in- 
versely proportional to the total amount of the absorp- 
tion of the materials in that room and depends on no 
other factor, providing the output of the sound is not 
changed. The problem of reducing the noise in a hos- 
pital, then, would resolve itself, naturally, into provid- 
ing enough absorption to reduce the decibel rating to a 
comfortable level. This will vary with the use to which 
the room is to be put, and to the proximity of the 
room to the patient. 

The areas to be acoustically treated might be classi- 
fied as public, service and administrative. The public 
areas will include bedrooms, nurseries, corridors, deliv- 
ery rooms and lobby; the service areas will include 
serving pantries, toilets, kitchens and utility rooms. 
Administrative will include the offices. 

The use of acoustical tile on the ceiling areas of the 
above-mentioned rooms is increasing rapidly. Kitchens, 
offices, and other isolated service rooms have been 
sound-conditioned to improve working conditions and 
increase the efficiency of the staff, while corridors and 
wards have been treated to reduce noise created in 
these rooms from reaching the patients. When plan- 
ning an acoustical installation, it is important to note 
that a local application of noise-retardent materials will 
not prevent the projection of the sound into other 
areas. A serving pantry, for example, opening off a 
corridor, may have its noise intensity reduced by means 

(Continued on page 26) 
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» » » THE PUBLIC AT LARGE in response 
to an awakened social consciousness so fast 
penetrating all avenues and strata of mod- 

ern life is evincing more than a passive interest in the 
organization and administration of mental institutions. 
Society has demanded the abandonment of the old sys- 
tem of custodial care and its replacement by modern 
methods and system which will enable them to see that 
something is being done for a large group of mentally 
sick who in the past have become accustomed to sit 
idly day by day, a situation replete with such fatalistic 
conceptions and implications. 

This objective is, to a large extent, attained by the 
use of physical exercise therapy. By physical exercise 
therapy we mean play, either motor, sensory or mental, 
prescribed by a physician as a therapeutic aid. It is 
not conceived as an end in itself but as a medical 
adjuvant to fit into a balanced therapeutic regimen of 
work, rest, and recreation, nor is it offered as some- 
thing which can take the place of other therapies, but 
rather as a complimentary, balancing, and re-activat- 
ing adjunct. Experience confirms, the finding that play 
has a distinctive appeal to the psychotic patient and 
while the psychological basis of this appeal may yield 
to variant interpretations, the fact is evident in thera- 
peutic practice that many patients, even the most re- 
gressed who will not respond to other forms of therapy, 
can be enlisted into a diversified program of recrea- 
tional activities and gain a brighter viewpoint leading 
in many cases to constructive interest and wholesome 
activities. 

The broad objective of physical exercise therapy is 
readjustment in the direction of greater social interest, 
activity and appreciation. The more specific objectives 
are establishment of a more modifiable attitude toward 
other forms of treatment through release of tension 
and the development and greater exercise of interest 
in the more expansive hospital environment. In addi- 
tion to these more humanistic approaches, physical re- 
adjustments which may result in postponement of 
deterioration and retention of the vegetative reflexes 
in the regressed patients provide an economical as well 
as a social goal. 
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Attendant Instructing Patients in Routine Exercise. The mode of 
approach to the patient should be the subject of careful study. 


The psychotic patient is viewed as an individual 
whose interest, so difficult to stimulate, may be most 
easily evoked in the direction of self realization. He 
is discovered to be fundamentally a skill-hungry indi- 
vidual, and motor skills developed through play are 
utilized as a basis upon which to construct the highly 
desirable psychic qualities of confidence, enhanced re- 
sponsibility and improved emotional balance, basic ad- 
juvants in his social reorientation. Higher group inte- 
gration most naturally develops from this egotistic 
ground work, 


Organization for Physical Exercise Therapy 

In spite of the great possibilities of physical exercise 
therapy in the more modern treatment of the mentally 
ill, many hospitals have failed to develop its potential- 
ities because of ineffective organization. In large men- 
tal institutions with the present set-up, including a lim- 
ited number of trained therapists, it is fundamental to 
project the program from the clinical director to the 
physical director and thence to nurses and attendants 
who are taught to assist in routine games and exer- 
cises. Ideally it might appear better for routine activ- 
ities to be directed and carried on by trained therap- 
ists rather than attendants and nurses, and as a matter 
of actual practice the former plan is much more effec- 
tive. The program is outlined by the clinical director 
and the physical director who should have a good 
grounding in psychiatric practice. The course of lec- 
tures and demonstration and practice are arranged for 
the attendants who are thus taught to carry out the 
routine. It is, of course, necessary that the program 
fit in and be properly integrated with the many routine 
activities of the hospital. It is absolutely necessary, if 
such a program is to function successfully, that each 
patient have a definite time to report, either personally 
or with his ward, for exercise just as he has a definite 
time for his other therapeutic assignments. 

The attendant who is taught to play with the pa- 
tient not only sustains a much more effective thera- 
peutic rapport with his charge but gains much pleas- 
ure and satisfaction himself. He becomes interested 
in the program and because of this interest will see 
that his teams are on hand for their scheduled con- 
tests. Leadership of the well trained attendants in the 
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The most antagonistic types will respond to stimulative yet simple 
forms of calisthenics given to musical accompaniment. 


games ‘is an indispensable factor, not only in adding 
spirit to the game but also in making it more scientific 
and thus introducing elements of skill which enable 
the patient to realize progressive and pleasurable steps 
in his rehabilitation. It is well to realize that the at- 
tendant sustains the closest contact with the patient of 
all hospital personnel, and the cooperative comradeship 
which is developed when they play together provides 
an important element for more effective rapport. 

A progressive system which stimulates the patient 
to advance to higher levels of skill and greater respon- 
sibility in social relationship is an important factor. 
The patient should feel that he is receiving recognition 
and worthwhile accomplishments in physical exercise 
therapy. Social approbation is a most important step 
if he is to realize the full values of the program. For 
this purpose it is advisable to provide athletic writeups 
in the hospital periodical. Discussions of accomplish- 
ments on the athletic field should be arranged so that 
public recognition and guidance may be provided ; rec- 
ords of all types of activity should be carefully kept 
and upon the basis of these averages certificates or 
medals awarded. 

At the U. S. Veterans Facility, Perry Point, Md., 
there is held each year an Annual Award Day for the 
purpose of giving suitable recognition to the many pa- 
tients who have been assisted through physical exercise 
therapy to make better readjustments. A history of 
the patients’ accomplishments in the light of higher 
social readjustments is read, metals are given to the 
many patients who attain the highest averages in or- 
ganized activities and certificates of accomplishments 
are given to the teams who have won championship 
in league activities. All the activities of the highly 
diversified program find their culmination in this An- 
nual Award Day. Noted speakers are secured and the 
patient is led to feel that he has done something worth- 
while through public recognition and approval. 


Types of Physical Exercise Therapy 


Under formal exercise are included: (a) calisthen- 
ics, and (b) gymnastic exercise. The calisthenic exer- 
cises are of three degrees of complexity: (a) for the 
alert type, (b) moderately active type, (c) inactive 

(Continued on page 51) 
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Noise Elimination .. . 
(Continued from fage 23) 





of acoustical tile, but this is no assurance that the 
unireated corridor will not reflect and intensify the 
noise which escapes to it through the walls and door 
of the pantry, though that noise is somewhat reduced. 
The same can be said of rooms opening off treated 
corridors. Good practice has shown that an efficient 
hospital installation will follow this order of import- 
ance: service rooms on patient floors, corridors, nur- 
sery, wards and private rooms. Maternity and chil- 
dren’s wings have been treated in many hospitals so 
successfully that the babies’ cries cannot now be heard 
in adjoining rooms. 


The Choice of an Acoustical Material 


In choosing an acoustical material, it must be borne 
in mind that treating a hospital is an entirely different 
acoustical problem than treating an auditorium or a 
swimming pool. From the material standpoint, differ- 
ent jobs place different requirements on an acoustical 
material. In many cases, original installations have 
been subsequently and successfully replaced by acous- 
tical material of a different type. In the accompanying 
check list, the prime factors determining the essential 
worth of an acoustical material are listed to enable 
an effectual comparison of various materials. Let us 
briefly describe these factors: 


SounpD AssorPTION: The Acoustical Materials As- 
sociation, formed by a collaborating group of acous- 
tical material manufacturers, has determined reliable 
sound absorption coefficients and acoustical standards. 
Their ratings offer, then, a fair standard of com- 
parison. 

MAINTENANCE: Maintenance is second only to 
sound absorption, and should really be considered 
simultaneously with it. The ability of a material to 
take paint without impairing its efficiency or disfigur- 
ing it will also affect its light reflectivity, or light use- 
fulness. The ease with which it can be cleaned and 
washed is important in any hospital installation, par- 
ticularly in a utility room or ward. Since most surfaces 
will require eventual painting, what effect will repeated 
painting with ordinary methods have on its acoustical 
properties ? 

MetuHop oF AppLicaTION: The flexibility index of 
a good acoustical material is, in addition to its paint- 
ability, the ease with which it may be installed. Nail- 
ing or cementing of the material to a base is generally 
done. In the case of existing buildings, the method of 
application should be as simple as possible. 


PropaB_e Lire: The life anticipation of different 
acoustical materials is not the same. Flaking, peeling 
and other deterioration of the material will shorten its 
useful life and increase its maintenance cost. The ef- 
fect of termites, fungus growths, rodents and vermin 
on it should be known. Will it stand excessive mois- 
ture without impairment of its acoustical effectiveness ? 


APPEARANCE: Architecturally, the appearance of 
the treated surface is very important. A variety of 
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kinds, sizes, colors and applied decoration will permit a 
wide architectural application. Specifically, it should 
fit with and conform to classic mouldings, gothic vault- 
ing or plain modern surfaces without appearing incon- 
gruous. 


INSULATING VALUE: In those positions where it is — 


also desirable to insulate against the passage of heat 
from one room to another, or from an outside to an 
inside surface, an effective heat-insulating acoustical 
finish will save the cost of additional insulation. 


ComBustTIBILITy: There are no fireproof building 
materials. A wall of concrete and steel offers a greater 
resistance to fire than one of wood, but since it is not 
fireproof, the difference is only a matter of degree. 
Structural steel, in firesafe construction, for example, 
must be encased in concrete. There is no record where 
the presence of acoustical material has caused loss of 
life or has contributed hazardously to the spread or 
duration of the fire. Incombustible acoustical materials 
are often marked by higher price, and in many cases 
they do not have the decorative flexibility of a fire- 
resistant material. 


Future ALTERATION: In the event of future addi- 
tions to the present installation, new tiles should match 
old ones in color, texture and size. A product which 
is too often re-styled, or one which discolors with age 
and cannot be repeatedly painted without loss of sound 
absorption is naturally difficult to match. 


Future ResponsiBitity: The reputation of the 
manufacturer and the contractor making the installa- 
tion are just as important after the job has been com- 
pleted as they are before work starts. Any reliable 


contractor or manufacturer will stand behind his claims — 


for the life of the product. 


Cost: The cost per square foot applied of acous- 
tical material should only be considered after its use 
has been defined. This will vary with the size and type 
of installation, the amount of sound absorption needed 
and the specific requirements of codes and preference. 
Good acoustical material can never be sold at bargain 
counter prices. Those which might be considered costly 
from the viewpoint of superficial price comparison 
are likely to prove the least expensive, since both the 
material and its installation will represent the results 
of thousands of hours and dollars invested in research 
and development. 


These are the factors which will determine a choice 
of acoustical material for the various rooms in the hos- 
pital. In closing, I would like to stress this one point 
which the hospital specialist, being so familiar with the 
scientific approach, will appreciate. That is the neces- 
sity for care and study when planning any acoustical 
installation. Fortunately, any number of splendid in- 
stallations have been completed adding to the sum 
total of available results. In any hospital noise prob- 
lem, the determination of specific use, absorption co- 
efficients and type of material are important, but no 
more so than a thorough knowledge of the effect of 
noises of different classifications on the patient and 
the staff: and though we are well aware. today, of 
the curative effect of quiet and rest, a scientific analysis 
of each noise problem will be of great benefit, and 
should not be overlooked. 
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39th Convention of the 
American Hospital Ass‘n 


» » Four thousand hospital people in the 
United States and Canada will attend the 
39th Annual Convention of the Amer- 
ican Hospital Association in Atlantic 
City — September 13 to 17, inclusive. 
From any viewpoint, attendance values 
of the general and sectional programs, 
entertainment, or educational and tech- 
nical exhibits, it will be the Association’s 
best convention. Meeting concurrently 
with the American Hospital Association 
will be the American Protestant Hospital 
Association, the American College of 
Hospital Administrators, the American 
Association of Nurse Anaesthetists, the 
American Association of Occupational 
Therapists, the Medical Social Workers, 
and the Children’s Hospital Association. 

Sectional meetings will include Admin- 
istration, Children’s Hospital, Construc- 
tion, Dietetics, Group Hospitalization, 
Mechanical Divisions, Nursing, Out-Pa- 
tient Department, the Public Hospital, 
Purchasing Agents, the Small Hospital, 
Social Service, Hospital Trustees, and 
Tuberculosis. 

Special features to be noted are round 
tables, clinical demonstrations, sound 
motion pictures of hospital operation, 
technical exhibits, educational exhibits, 
a golf tournament and the hobby display. 

Guest speakers will be: Hon. Harold 
G. Hoffman, Hon. Harry L. Hopkins, 
Hon. William J. Ellis, Hon. William A. 
Sumner, Hon. David B. Skillman, Fred 
K. Hoehler, Rev. John J. Bingham, 
David McAlpin Pyle, Joseph W. Moun- 
tin, Allen T. Burns, and Doctors S. S. 
Goldwater, Joseph C. Doane, Bertha W. 
Means, Mary K. Bazemore, Ruth Hart- 
ley Weaver, Phillip S. Barba, Chas. P. 
Major, John C. Williams, H. A. Patti- 
son, Walter C. Reineking, John Mc- 
Nickles, B. P. Porter, Foster Nurnay, 
R. E. Plunkett, Bernard S. Coleman, M. 
Pollak and Ernest E. Bishop. Hospital 
architects taking part in the program 
will be Carl A. Erikson, Perry W. Swern, 
H. Eldridge Hannaford, Edward F. 
Stevens and B. Evan Parry. 

Among the hospital administrators 
who will deliver papers will be Ada Belle 
McCleery, E. Muriel Anscombe, Nellie 
C. Brown, Mabel Hensley, Allan Craig, 
M.D., Melvin L. Sutley, Clyde Sibley, 
Robert E. Neff, James U. Norris, E. M. 
Bluestone, M.D., Basil C. McLean, M.D., 
Donald C. Smelzer, M.D., Joseph J. 
Weber, Fred W. Heffinger, Nurses Mary 
A. Rothrock, Netta Ford, Blanche Pfef- 


ferkorn, Anna D. Wolf, and Ethel G. 
Prince. 

Dietitians will be represented by Ella 
Eck, Kathleen Lewis, Nelda Ross, Lute 
Trout, and Ruth Wildawn; social work- 
ers by Hester W. Browne, Edith C. Selt- 
zer, Eleanor Cockerill, and Ursula A. 
Cronin. 

Round table discussions will be con 
ducted by Malcolm T. MacEachern, 
M.D., Robert Jolly, Robin C. Buerki, 
M.D., and Asa S. Bacon. 

The annual banquet and ball will be 
held Wednesday evening, September 
15th. 

The Medical Social Service section 
will hold meetings on Wednesday and 
Thursday afternoons. On Wednesday 
afternoon, Dr. Claude W. Munger will 
preside and the topic for discussion will 
be “Can a Hospital Afford Not to Have 
a Department of Medical Social Serv- 
ice?” Dr. Michael M. Davis and Miss 
Ursula M. Cronin will be the commenta- 
tors. At the Thursday afternoon session 
Miss Ruth E. Lewis will preside and the 
subject will be “The Hospital’s Place in 
Community Organization.” Speakers 
will be Dr. Basil C. MacLean and Wm. 
J. Orchard. 


American Protestant 
Hospital Ass’n 


» » The American Protestant Hospital 
Association will convene in Atlantic City 
on Friday, September 10, commencing 
the continuous series of conventions 
which will end one week later with the 
closing of the sessions of the A. H. A. 

Friday afternoon will be devoted to 
discussion of administrative methods as 
applied to church hospitals, followed by 
a short skit and a round table confer- 
ence. There will also be an evening ses- 
sion at which the topics will be “The 
Type and Extent of Religious Work in 
a Church Hospital” and “Women’s Aux- 
iliary in a Church Hospital.” 

Saturday morning will be given over 
to nursing problems followed by a lunch- 
eon session at which the business of the 
association will be transacted. In the 
afternoon the trustees section will meet 
to discuss “Social Security as Applied to 
Tax Exempt Institutions,” “A Survey of 
Church Hospitals” and “The Place of 
the Board of Trustees in the Hospital 
Picture.” 

At the banquet Saturday evening the 
topics will be “Hospital in Wonderland” 
and “The Christian Hospital and the 
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Present Social Order.” The convention 
will close with a devotional session on 
Sunday morning. 

Among the speakers are some of the 
best known men and women in the Prot- 
estant hospital field, and the entire con- 
vention promises to be intensive and 
interesting. 


Institute for 


‘ Hospital Administrators 


» » The American Hospital Association 
announces that the registration for the 
1937 Institute for Hospital Administra- 
tors will at least equal that of former 
years and will include registrants from 
four foreign countries. The Institute is 
sponsored by the American Hospital As- 
sociation, which has secured the coopera- 
tion of the American College of Hospital 
Administrators, the American College of 
Surgeons, the American Medical Asso- 
ciation, the Chicago Hospital Associa- 
tion and the University of Chicago. 

The program for this year includes 
morning seminars and panel discussions, 
and afternoon clinical demonstrations 
in sixteen hospitals in the metropolitan 
area of Chicago. Four evenings of each 
week will be devoted to round table dis- 
cussions .conducted by Dr. M. T. Mac- 
Eachern. 

The preliminary outline of seminars 
is as follows: 


Monday, August 30 
9:00-10:00 Welcome and Registration. 
10 :00-10:50 General Organization, Fred 
C. Carter, M.D., Supt. 
Christ Hospital, Cincin- 
nati, Ohio. 

11:00-12:15 Discussion. 

Tuesday, August 31 

9:00- 9:50 General Organization, Fred 
C.. Cartes, M.D: 
10 :00-10:30 Discussion. 
10:45-11:30 Business Management, 
Clyde D. Frost, M.D., Dir., 
Union Memorial Hospital, 
Baltimore, Md. 
11:30-12:15 Discussion. 
Wednesday, September 1 
9:00- 9:50 Business Management, 
Clyde D. Frost, M.D. 
10:00-12:00 Discussion. 
Thursday, September 2 
9:00- 9:50 Professional and Commu- 
nity Relations, G. Harvey 
Agnew, M.D., Secy., Cana- 
dian Hospital Council, 
Toronto, Ont., Can. 
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10:00-12:00 Discussion. 


Friday, September 3 
9:00- 9:50 Maternity Care in the Gen- 
eral Hospital, Fred L. 
Adair, M.D., Secy., Assn. 
of American Medical Col- 
leges, Chicago, III. 
10:00-10:45 Professional and Commu- 
nity Relations, G. Harvey 
Agnew, M.D. 
11:00-11:20 Opening discussion with 
special reference to the 
Small Hospital, Macie N. 
Knapp, Supt. Brokaw 
Hospital, Normal, IIl. 
:20-12:15 Discussion. 


— 
_ 


Saturday, September 4 

9:00- 9:40 The Hospital as a Health 
Center, James Moss Beeler, 
M.D., Supt., Spartanburg 
General Hospital, Spartan- 
burg; 5S. ©. 

9:50-10:30 Problems of the Small 
Hospital, Macie N. Knapp. 

10 :50-12:30 Discussion. 


Monday, September 6 
9:00- 9:50 Group Hospitalization, C. 
Rufus Rorem, Ph.D., Dir., 
Committee on Hospital 
Service, American Hospi- 
tal Association, Chicago, 
Ill. (An hour of this or 
some other time may be de- 
voted to Hospital Account- 
ing. ) 
10:00-12:15 Discussion. 
Tuesday, September 7 
All day at Evanston Hos- 
pital. 


Wednesday, September 8 
9:00- 9:45. Nursing, Edna Newman, 
R.N., Dir., School of Nurs- 
ing, St. Luke’s Hospital, 
Cleveland, Ohio. 
10:00-10:45 Nursing, Claude W. Mun- 
ger, M.D., Dir., St. Luke’s 
Hospital, New York, N. Y. 
11:00-12:15 Discussion. 


Thursday, September 9 

9:00- 9:50 Interns and Internships, 
William D. Cutter, M. D., 
Secy., Council on Medical 
Education and Hospitals, 
American Medical Asso- 
ciation, Chicago, Ill. (This 
period may be shared with 
Homer F. Sanger of the 
Council.) 

10:00-10:50 Maintenance of Plant and 
Housekeeping, J. Lincoln 
MacFarland, Supt., Laun- 
dry and Housekeeping, 
Woman’s Hospital, Phila- 
delphia, Pa. 

11:15-12:15 Discussion. 


Friday, September 10 

9:00- 9:50 Maintenance of Plant and 
Housekeeping, J. L. Mac- 
Farland. 

10:00-11:15 Discussion. 

11:15-12:15 The Legal Relationships of 
Hospitals, Dean William 
H. Spencer, School of 
Business, University of 
Chicago, Chicago, III. 


Convocation of the A. C. H. A. 


» » The American College of Hospital 
Administrators announces its Fourth 
Annual Convocation to be held in At- 
lantic City on September 12 and 13, im- 
mediately preceding the convention of 
the American Hospital Association. 

The sessions on Sunday, September 
12, will be largely of a business nature 
and will be held in the Hotel Ambassa- 
dor. At 8:30 a. m., the Board of Exam- 
iners will meet candidates who have sat- 
isfactorily completed their theses and 
will conduct the final examination before 
advancement to fellowship. At 2 p. m., 
there will be a business meeting at which 
the chief order of business will be dis- 
cussion and adoption of the revised con- 
stitution and by-laws. The report of the 
nominating committee will be received 
and officers and regents elected. 

‘Dinner and convocation will be held 
Sunday evening at 6:30 at which mem- 
berships, fellowships and junior mem- 
berships will be conferred. The intro- 
duction of the new class of junior mem- 
bers marks the attainment of another 
ideal of the College. It has always been 
one of the aims of the organization to 
promote the education of those in the 
hospital field who are less experienced 
by bringing them into closer association 
with those who are older in the profes- 
sion. Recognition of the junior member 
gives an incentive to the attainment of 
more knowledge which will finally lead 
to full fellowship. 

In its effort to reach the objective of 
securing recognition for those trained in 
hospital management, the College first 
defined the qualifications of a hospital 
administrator. Later it appointed a com- 
mittee headed by Doctor MacEachern, 
to formulate the requirements for train- 
ing hospital administrators, and on Mon- 
day morning, at a general session, in the 
auditorium, Doctor MacEachern will 
present the revised and final report of 
this committee. Father Schwitalla, who 
has been active in the work of the com- 
mittee, will lead the discussion. At this 
session the future plans and policies of 
the Association will also be announced. 
The remainder of the day will be de- 
voted to the business of the College. 


Manitoba Hospital Ass’n Holds 
16th Annual Convention 


» » The Manitoba Hospital Association 
held its 16th Annual Convention in Bran- 
don, on June 24th and 25th, in conjunc- 
tion with the Manitoba Association of 
Registered Nurses. The report of the 
Legislative Committee opened up cer- 
tain phases of the Hospital Aid Act for 
discussion, and Dr. E. W. Montgomery, 
of the Department of Health and Public 
Welfare, replied to many questions re- 
garding contentious interpretations of 
the act. These dealt specifically with the 
difficulties of establishing residence for 
municipal cases and payment for extra 
provincial public ward cases.. A resolu- 
tion was adopted instructing the execu- 
tive of the association to endeavor to 
establish more cooperation between the 


HOSPITAL MANAGEMENT, August, 1937 





Manitoba Hospital Association, the 
Manitoba Medical Association and the 
Union of Manitoba Municipalities in 
connection with legislation respecting 
hospitals. 

At the general sessions several excel- 
lent papers were presented, among them 
being: “The Place of the Women’s Aid 
in the Hospital” by Mrs. Angus Mc- 
Donald, President of the Hospital Aid 
of the Brandon General Hospital; “The 
Nursing Curriculum” by Miss E. Mc- 
Dowell, R.N., Instructress of Nurses, 
Winnipeg General Hospital, and Miss E. 
McNally, R.N., Assistant Superintend- 
ent, Brandon General Hospital; “Mini- 
mum Laboratory Requirements in Hos- 
pitals” by Dr. S. J. Pierce, Pathologist 
of the Brandon General Hospital; “Die- 
tetics in Hospitals” by Miss Helen Mor- 
rison, R.N., Brandon General Hospital; 
“Desirable Living and Working Condi- 
tions for Students and Graduate Nurses 
in Hospitals” by Miss E. Mallory, R.N., 
Superintendent of Nurses, Children’s 
Hospital of Winnipeg; and “Considera- 
tion of Health and Community Aspects 
of Nursing Education,” by Miss E. Rus- 
sell, R.N., Department of Health and 
Public Welfare. 

At the annual dinner on Thursday 
evening, the Honorable E. A. McPher- 
son, K.C., spoke on “The Relation of 
the Municipality to the Hospital.” The 
dinner was followed by a reception by 
the Brandcn Graduate Nurses’ Associa- 
tion. 

The election of officers resulted in the 
re-election of the present officers for 
another term, as follows: 

Honorary President, The Honorable 
I. B. Griffiths, Minister of Health and 
Public Welfare; Honorary Vice-Presi- 
dent, J. H. Metcalfe, Portage la Prairie; 
President, Dr. G. S. Williams, Children’s 
Hospital of Winnipeg; Vice-President, 
Miss H. M. Tregear, R.N., Carman Gen- 
eral Hospital; Secretary, Dr. O. C. 
Trainor, Misericordia Hospital, Winni- 
peg; and Treasurer, W. R. Bell, Souris, 
Manitoba. 


Group Hospitalization 
in California 
» » At the last session of the California 
Legislature the Association of California 
Hospitals sponsored a new group hos- 
pitalization bill allowing hospitals to 
qualify as service corporations in render- 
ing prepayment hospitalization to the 
public. This law was prepared with the 
assistance of the attorney for the Insur- 
ance Commissioner, the attorney for the 
California Medical Association, and the 
attorneys for the Hospital Association. 
It has been signed by the Governor and 
becomes effective on August 27, 1937. 
Twenty-seven hospitals in Southern 
California are working under an organ- 
ization to secure a permit under this act. 
They expect to have this organization 
perfected by August 27th when the law 
becomes effective. The Association will 
be called the Associated Hospital Serv- 
ice of Southern California and will con- 
fine its activities to the southern part 
of the state. 
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The International Hospital 
Congress in Paris 


» » Dr. M. T. MacEachern, associate 
director of the American College of 
Surgeons and vice-president of the In- 
ternational Hospital Association, has 
recently returned from attending the 
Fifth Biennial Congress of the Associa- 
tion held in Paris, and in an interview, 
furnished some very interesting informa- 
tion regarding the International Associ- 
ation and its clincal congress: 

The Congress, held in Paris, July 5 to 
July 11, was largely attended, 44 coun- 
tries being represented. Four previous 
Congresses were held, the first in 
America at Atlantic City in 1929, the 
second in Austria at Vienna in 1931, the 
third in Belgium at Knock-sur-Mer in 
1933, and the fourth in Italy at Rome in 
1935. During these years the Interna- 
tional Hospital Association was actually 
in its organization stages, but at each 
meeting papers and discussions of in- 
ternational interest were presented. 

The International Hospital Associa- 
tion was founded for the purpose of 
interchanging hospital information 
among the nations of the world, and 
through the closer contact promoting 
higher standards of hospital efficiency 
and service. It has carried on its work 
through: 

1. Its journal Nosokomeion (the 
Greek equivalent for “hospital”), which 
is published quarterly in three lan- 
guages—English, French and German, 
and contains articles on hospital sub- 
jects by recognized authorities in the 
hospital world. 

2. Its permanent Study Committees, 
on which the leading experts in each 
country are asked to serve, and which 
report on their work every two years to 
the Biennial Congress. 

3. Its Biennial Congresses, at which 
important hospital questions are dis- 
cussed and recommendations made to 
national hospital associations and gov- 
ernments. 

4. Its permanent archives and Interna- 
tional Information Service, by which 
questions on hospital construction, equip- 
ment administration, etc., are answered 
free of charge. 

The Association offers an opportunity 
for every hospital administrator to bene- 
fit from a wider range of knowledge 
and experience in methods and proced- 
ures which may be unknown and un- 
tried in some countries but of distinct 
value in the art and science of hospital 
administration. 

This and previous Congresses have 
shown how much interest is attached to 
these gatherings of well known special- 
ists in hospital work both in the plenary 
sessions and in the work of the Study 
Committees, of which there are twelve. 
The reports presented by the delegates 
of the various countries aroused fruit- 
ful discussions from many angles. The 
morning sessions were given over to the 
presentation of papers embracing sub- 
jects of broad interest. The afternoon 
sessions were devoted largely to the 
work of the Study Committees, tech- 
nical visits, visits to the institutions 


controlled by the Paris Poor Law Board 
and specialized technical institutions, in 
addition to formal receptions each day. 
The evenings were generally left free 
for the delegates to go sight-seeing and 
to attend the International Exhibition, 
which under the title of “Art and Tech- 
nique,” united in collaboration exhibits 
from more than fifty countries. 

The reports of experiments made 
throughout the world in hospital work 
and the comparison of the different na- 
tional points of view, stimulated the 
forming of principles and policies which, 
within possible limitations and taking 
into account the conditions peculiar to 
each country, will help materially to 
improve hospital service throughout the 
world. 

Of special interest was the work of 
the various Study Committees which 
embraced the following topics: Hos- 
pital Construction ; Equipment and Tech- 
nical Installations; Administration and 
Management, Accounting, Legislation, 
Care of the Sick, Dietetics, Personnel, 
Statistics and Nomenclatures, Commun- 
ity Relations, Aerial Defense, and the 
Organization of Hospital Associations. 
These, in effect, are research commit- 
tees and provide a great deal of valu- 
able information. 

Some of the more important topics 
presented at this meeting embraced the 
following: “How Can the Hospital In- 
crease Its Income and Reduce Its Ex- 
penditure Without Detriment to Its 
Work?”; “The Hospital Standardiza- 
tion Program of the American College 
of Surgeons”; “The Methodical Organ- 
ization of Hospital. Service”; “The Care 
of Mental Patients in General Hospi- 
tals”; “The Hospital and Publicity; Ed- 
ucating the Public and the Press.” Ma- 
jor subjects were presented by three of 
the delegates from America. Dr. Har- 
vey G. Agnew, Secretary of the Hos- 





THE HOSPITAL CALENDAR 





Sept. 8-9—Canadian Hospital 
Ottawa, Canada. 


Council, 


Sept. 10-12—American Protestant Hospital 
Association, Atlantic City. 

Sept. 12-17—American College of Hospital 
Administrators, Atlantic City. 

Sept. 13-17—American Occupational Ther- 
apy Association, Atlantic City. 

Sept. 13-17—Children’s Hospital Associa- 
tion, Atlantic Citv. 

Sept. 13-17—National Association of Nurse 
Anesthetists, Atlantic City. 

Sept. 13-17—American Hospital Associa- 
tion, Atlantic City. 


Oct. 18-21—American Dietetic Association, 
Richmond, Va. : 


Oct. 25-27—Ontario Hospital Association, 
Toronto, Ontario. 

Oct. 26-28—20th Annual Hospital Standard- 
ization Conference, American College of 
Surgeons. Stevens Hotel, Chicago, Ill. 


Oct. 30—Kansas Hospital 
Newton, Kans. 


Association, 
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pital Department of the Canadian Med- 
ical Association and Trustee of the 
American Hospital Association, pre- 
sented the topic of “The Care of the 
Mental Patient in General Hospitals. M. 
Homer Wickenden of the United Hos- 
pital Fund, New York, led a valuable 
discussion on “The Hospital and Pub- 
licity; Educating the Public and the 
Press.” Dr. MacEachern spoke on “The 
Hospital Standardization Movement in 
America.” All three subjects were re- 
ceived with special interest. Many other 
topics of value embracing nursing, so- 
cial service, dietetics, medical records 
were discussed at the sessions. 

There were approximately twenty 
representatives from the United States 
and Canada in attendance at the ses- 
sions. These were headed by Dr. Clyde 
W. Munger, President of the American 
Hospital Association. A committee con- 
sisting of Doctors Munger, Agnew, the 
Rev. George Vrreault of Ottawa, repre- 
senting the Hospital Council of Canada 
and the Catholic Hospital Association, 


, and Dr. MacEachern, presented an in- 


vitation to the Association to meet in 
America in 1939. The invitation was 
deeply appreciated and accepted by the 
Executive Committee and the American 
delegation was thanked sincerely. The 
committee promised them an excellent 
meeting and announced that arrange- 
ments had now been agreed upon to hold 
it in Toronto in 1939, the date to be 
agreed upon later. 

The officers of the Association were 
continued for another two years, inas- 
much as it was believed that no change 
should be made until the new consti- 
tution, which was put into effect, would 
be well underway. Through this con- 
stitution more satisfactory representa- 
tion will be given to each country and 
its constituent units. 

Many of the delegates to the Congress 
were privileged to make valuable tours 
throughout France and other parts of 
Europe, both for pleasure and for the 
purpose of seeing other hospitals. Play- 
ing a large part in the entertainment of 
the American delegates was the Ameri- 
can Hospital in Paris, a most enterpris- 
ing and modern institution. Subsequent 
to the Congress, on July 26, Sydney 
Lamb of Liverpool, Honorable Secretary 
and Treasurer of the International Hos- 
pital Association and_the British Hos- 
pital Council, arranged for a one-day 
entertainment of the American delegates 
in London. 


Additional Wing for Sunny View 


» » Sunny View, the Eastern New York 
Orthopedic Hospital school at Schenec- 
tady, N. Y.; was “erected with the nick- 
els, dimes and dollars contributed by 
some thirty-five thousand people in 
Schenectady” and was opened in 1927. 
Since its opening it has corrected the 
handicap of many crippled children and 
this year has made another great stride 
forward. The Anna Electa Collins 
Memorial Wing was formally opened on 
May 2lst. 
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Nurses’ Service in the Flood 


» » Nine nurses, all of them now stew- 
ardesses for American Airlines, Inc., 
were awarded diplomas of merit as “the 
outstanding nurses of the year” for their 
service in the improvised hospitals in 
Louisville, Ky., during the flood last win- 
ter. The award is given annually (usu- 
ally to one nurse) by Rho Pi Phi, na- 
tional druggists convention which this 
year convened in Boston, July 28 to 30. 
At the same time a diploma of merit was 
awarded by the druggists to American 
Airlines, Inc., as “The private company 
which did most for humanity” during 
the year, this applying to American’s out- 
standing aid to the Louisville and other 
cities’ flood sufferers. The awards were 
made July 30. 


Fire Damages Hospital 


» » Fire caused $1,000 damage to the 
Seidle Memorial Hospital at Mechanics- 
burg, Pa. It was almost ready for oc- 
cupation, but at the time of the fire no 
patients had been admitted. 


Hospital Cuts Capacity 18% 


» » Because of insufficient legislative 
appropriation, a cut of 18 per cent in the 
number of indigent patients admitted this 
year to the University of Iowa hospital, 
Iowa City, Iowa, will be necessary. Rob- 
ert E. Neff, hospital administrator, has 
informed all county clerks, relief direc- 
tors and secretaries of all county medical 
societies of the move to decrease free 
treatment of each county’s sick. 


Welfare Hospital Affiliated 

with Universities 

» » An affiliation has been established 
between the New York City Department 
of Hospitals and the Medical Depart- 
ments of Columbia University, Cornell 
University and New York University re- 
spectively for the organization of Wel- 
fare Hospital as a teaching and research 
center. 


Another Hospital Out of Debt 


» » The Community Hospital of Kane, 
Pennsylvania, on June 1, 1937, finished 
payment of an $8,000.00 note which 
cleared the entire indebtedness of the 
institution. 


Surgical Gauze 


» » Attention is called to simplified 
Practice Recommendation No. 86-37, is- 
sued by the U. S. Department of Com- 
merce and referring to surgical gauze. 
The Bureau of Standards, working in 
collaboration with a committee of the 
A. H. A., has been instrumental in se- 
lecting standard dressings which will 
serve every use in the hospital and those 
hospitals which have adopted the stand- 
ard dressings have been able to effect 
a great economy. 
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Shriners Hospitals 


» » At the recent Shrine Convention 
held in Detroit, the business of manage- 
ment of the Shriners Hospitals for Crip- 


pled Children occupied a great deal of ° 


the time of the sessions. 

» » Fifteen Shrine hospitals, equipped 
with every conceivable surgical and med- 
ical aid, are operated in the United 
States, Canada and the Hawaiian Islands. 
More than $9,000,000 has been invested 
in the hospitals and more than $1,000,000 
a year is spent in their upkeep. All of 
the hospitals are filled to capacity, a total 
of 852 beds, and there is now a waiting 
list of nearly 2,000 children. 

» » The first Shrine hospital was opened 
in Shreveport, La., in 1922. Since then 
62,000 crippled children have been cured 
or materially aided. 


Colorado Hospital Ass’n 


» » A summer meeting of the Colorado 
Hospital Association will be held on 
Thursday, August 12, 1937, at the Park- 
view Hospital in Pueblo, Colorado. The 
following topics will be brought up for 
consideration and discussion: Applica- 
tion of the Service Tax, Employee Re- 
muneration, and the Problem of Affilia- 
tion for Student Nurses in Colorado. 

The dates for the annual convention 
of the Colorado Hospital Association 
have been set for November 9 and 10, 
1937. The meeting will be held in Den- 
ver. 


Shortage of Nurses 


» » From New York comes a report 
that, due to adoption of the eight hour 
day, there is a shortage of nurses having 
the high qualifications required in that 
city, and the city is advertising for nurses 
in other states. 

» » Pottsville, Pa., reports that the de- 
mand for trained nurses is greater than 
at any time during the past ten years. 

» » An investigation conducted in Min- 
nesota by the Department of Immigra- 
tion is said to have revealed the fact 
that eight Canadian nurses in Rochester 
hospitals were illegally residing in the 
United States and were ordered to return 
to Canada. Hospital authorities stated 
that they could not get sufficient Amer- 
icans and were therefore compelled to 
send to Canada for nurses. 


Anniversaries Celebrated 


» » The fortieth anniversary of the 
founding of Mercy hospital, Kansas City, 
Mo., was celebrated before 600 persons 
on the lawn of the hospital on Sunday, 
June 27. Two rock maple trees on the 
hospital grounds were dedicated to the 
memory of Dr. Richardson and Dr. Gra- 
ham, founders of the hospital. 

» » On June 28, St. Joseph’s Hospital 
celebrated the fiftieth anniversary of the 
commencement of service in Keokuk, 
Iowa. Open house was held during the 
day and several hundred visitors availed 
themselves of the invitation. A practical 








thank offering took the form of free 
immunization against diphtheria given to 
fifty of the babies born in the hospital 
who are now between the ages of seven 
months and two years. Members of the 
medical staff administered the serum 
which was furnished by the hospital. 


Group Hospitalization 


» » Group hospitalization is steadily 
gaining favor and is extending to all 
parts of the country. Among other re- 
ports received it is stated that, in Tarry- 
town, N. Y., bills have been paid for 
people of Westchester County, aggregat- 
ing $200,000.00, and in the metropolitan 
area the total payments for two years 
are reported to have reached a total of 
$1,500,000.00. 

» » With the steady growth of the sys- 
tem it appears that non-approved schemes 
are being developed and the Board of 
Directors of the “Plan for Hospital 
Care” in Chicago have found it advis- 
able to publish a warning against un- 
authorized plans. 

» » In Baltimore, Md., incarporation 
papers have been filed for the Associated 
Hospital Service of Baltimore. Among 
the incorporators, as reported, are Dr. 
Robert P. Bay, President, Baltimore City 
Medical Society; Dr. Clyde D. Frost, 
Superintendent, Union Memorial Hos- 
pital; and Dr. Winford H. Smith, Direc- 
tor, Johns Hopkins Hospital. 


PERSONALITIES 


@ MRS. GRACE HELLER, superin- 
tendent of Sioux Valley Hospital, Sioux 
City, Iowa, has been appointed to the 
board of trustees of the Iowa Hospital 
Association, following the resignation of 
E. M. Hauge of the Lutheran Hospital, 
Fort Dodge. Mr. Hauge resigned to be- 
come superintendent of the Fairview 
Hospital in Minneapolis. 


@ R. CLARKE BECKENDORF, M.D., 
of Chicago, has been appointed superin- 
tendent of the Elmgrove Sanatorium, 
Bushnell, Ill. He succeeds Dr. A. K. 
Drake. 


@ MISS MADELINE McCONNELL, 
graduate nurse of St. Luke’s Hospital, 
Chicago, recently took over her new 
duties as executive secretary of the IIli- 
nois State Nurses Association, located 
at 8 South Michigan Avenue, Chicago. 


@ MISS ELIZABETH M. MYERS 
has been elected superintendent of the 
Seidle Memorial Hospital, Harrisburg, 
Pas 


@ E. L. SANDERSON, M.D., has been 
appointed superintendent and chief sur- 
geon of the resident staff of Shreveport 
Charity Hospital, Shreveport, La. 


@ MRS. MARY ANN ESCHWIG was 
recently elected superintendent of the 
Memorial Hospital of Natrona County, 
Casper, Wyoming. 


@ A. ALLEN of Chico, Calif., was re- 
cently elected superintendent of the 
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county infirmary, succeeding J. F. 


McDonald. 


@ W. J. BRYAN, M.D., has resigned 
as superintendent of the State Sana- 
torium, Mount Vernon, Mo., and will go 
to Rockford, IIl., where he will become 
head of a civil tuberculosis hospital. 


@ CLIFTON SMITH, M.D., staff phy- 
sician at the State Hospital for the In- 
sane, has been appointed superintendent 
of the St. Louis Training School, St. 
Louis, Mo., an institution for feeble 
minded children. 


@ MISS VERA WARNER has been 
named acting directress and principal of 
the Marion Louise Withey School of 
Nursing at Blodgett Memorial Hospital, 
Grand Rapids, Mich. She succeeds Miss 
Katherine Hart. 


@ CHARLES MacLACHLAN, super- 
intendent, of the state tuberculosis sana- 
torium at San Haven, N. D., has re- 
signed. Dr. G. A. Dodds, his first assist- 
ant, has been named acting superintend- 
ent to replace him. 


@ BERT I. MOORE, M.D., resident 
physician at the Southern Baptist Sani- 
torium, Danville, Ill., has been appointed 
as the first superintendent of the Knox 
County Tuberculosis Hospital, in Vin- 
cennes, Indiana, now nearing completion. 


@ RUSSELL H. OPPENHEIMER, 
M.D., for twelve years superintendent 
of Emory University Hospital, Emory, 
Georgia, as well as Dean of the Medical 


School, has resigned the former position 
and will in the future, as medical di- 
rector, supervise the general policies of 
of the hospital. 


@ J. T. NARAMORE, M.D., was re- 
cently appointed superintendent of the 
State Hospital for Epileptics at Parsons, 
Kansas, succeeding the late Dr. C. S. 
MeGinnis. 


@ LORIN E. KERR, JR., M.D., has 
been named superintendent of the Bu- 
reau of Medical Relief and the Munici- 
pal Hospital, Toledo, Ohio. 


@ J. D. CARR, M.D., superintendent of 
the North Dakota State Hospital for the 
Insane since May, 1929, has tendered his 
resignation to the board of administra- 
tion. 


@ ROBERT D. HUDGENS, for sev- 
eral years assistant superintendent at 
Emory University Hospital, has been 
appointed superintendent to succeed Dr. 
Oppenheimer. 


DEATHS 


@ RACHEL TORRANCE died at St. 
Luke’s Hospital in New York City on 
July 10th. She was graduated from that 
hospital in 1911, and had a Bachelor of 
Science degree in Public Health Nursing 
from Columbia University, New York, 
in 1928. Her work during the world war 
in southern Europe won for her the name 
of “Florence Nightingale of the Balkans.” 


Entering Red Cross service in Septem- 
ber, 1914, she was stationed at Kiev, 
Russia, 1915; in Bulgaria, 1915-17; in 
Rumania and England, 1918; and in the 
Balkans, including Servia, Montenegro, 
Albania, Greece and Rumania in 1919. 
She was decorated with the Cross of St. 
Ann in Russia; with the Cross of the 
Good Samaritan and the Bulgarian Red 
Cross by Queen Elonora of Bulgaria; 
and with the Third and Second Order of 
the Crown of Regina Maria by Queen 
Maria of Rumania. She was released 
from Red Cross work in 1920 and took a 
course in Public Health Nursing at Co- 
lumbia University, New York City. In 
1921 she was sent for by the Red Cross 
and returned to Bulgaria, where she was 
director of the Training School for 
Nurses for Bulgarian Red Cross at Sofia. 
She returned to the United States in 
1925. In October, 1932, Miss Torrance 
accepted the position of Inspector of 
Schools for Nursing for the Bureau of 
Registration of Nurses of the California 
State Department of Public Health, and 


- in this work she continued until she was 


obliged to resign in 1937 on account of 
ill health. 


@ C. H. JAMESON, MD.,, chief of 
staff at St. Anthony’s hospital, Hays, 
Kansas, died of a heart attack recently. 


@ A. BURTON ECKERDT, M.D., su- 
perintendent of the. Territorial Hospital 
in Honolulu for sixteen years and a for- 
mer resident of Baltimore, died in Hono- 
lulu June 20th after a long illness. 




















Model No. 706-N 


WRITE ror our atest catatoc 


New beauty of design, new achievements in engi- 
to make 


neering, combine 


these ultra-modern 


Gendron Wheel Chairs the finest ever built... . _ ait ‘ 


Among their many superiorities are streamlined 
styling—seamless steel tubing frame—Lock-tite and 
automatic reclining features—complete adjustability 
—rubber-covered hand rims for comfortable self- 


propelling. 


Barnstead Triple Stills come in sizes ¢ 
Ati: —by gas, steam or electricity. Barnstead single and 


You don’t have to worry 

about the purity of Barn- 
stead Triple Distilled Water. For 
every drop goes through three stages 
of distillation. Condenser venting 
in each stage eliminates all volatile 
impurities and~ the special Spanish 
Prison type baffle in the last stage 
removes every trace of entrained 
impurities. 
Free from every pyrogen, including 
toxins, distillates fresh from Barn- 
stead Triple Stills are used by many 
prominent hospitals. And with great 
success. Twelve hundred intravenous 
injections were given in one hos- 
pital without a single chill or 
reaction. 


itable to all hospitals. Operation— 








THE GENDRON WHEEL COMPANY anne 


FACTORY: TOLEDO, OHIO 


Wheel Chairs Since 1872 
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double water stills also available. Write for Bulletin. 
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STILL & STERILIZER CO. Inc. 


BOSTON, MASS. 
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MAY BE BETTER SERVED 


The purchase of Kitchen Equipment, Furnishings and Supplies for proper Food Service 
is not just a matter of taking whatever is available in local Hardware or Department 


Stores. It means getting the right item for the purpose. 


To better serve their customers, many ot the nation’s best Food Service Equipment 
Dealers have banded together in the Food Service Equipment Industry, Inc. These 
firms have subscribed to standards of practice that assure you of the highest integrity 
and fairest of dealing. Their organizations are specially trained in offering the right 
thing for the purpose, they are equipped to render speedy, dependable and intelligent 
service. From members of the Food Service Equipment Industry, Inc., you can be 
assured of receiving merchandise, materials and workmanship in strict accordance 


with your specifications. 


FOOD SERVICE EQUIPMENT INDUSTRY, INC. 


2151 PERSHING ROAD CHICAGO, ILL. 


CONFIDENCE 
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MEMBER FIRMS 


E. 8. Adams Com 
Washington, D. see “2 
Arkay Com 

New York, NY. 
Atlantic Restaurant Equip. 
New York, N. Y. 

Barth Equipment Compa 
New York, N. Y. : sed 
Bass and Bass 

New York, N. Y. 

S. Blickman, Inc. 
Weehawken, N. J 
Bramhall, Deane Co. 

New York, N. Y. : 
Burton Range Co. “Sy 
Cincinnati, Ohio 

A. L. Cahn . — 

New York, N. Y. 

Carson Cites Co. 
Denver, Colorado 

Victor ¥. Clad Co. 
Philadelphia, Pa. 


James F. Collins & Co. 

Newark, N. J. 

| egy Kitchen & Rest. 
uip. 

Newar:, N. J. . 

Cook's Hotel = Sup. Co. 

New’ York, N. 

ose & ‘Schenck Co. 
Pittsburgh, 

Dohrmann a Sup. Co, 

San Francisco, Cal. - 


W. F. Dougherty & Sons 


Co., Inc. 

Philadelphia, Pa. 

Duke Manufacturing som 
St. Louis, Mo. 

Duparquet, Huot & 
Moneuse Co. : 
Boston, Mass. 
Duparquet Range Co. 
Chicago, 

Ezekiel & Weilman Oonk 


pany, Inc.. 
Richmond, Virginia 


_ Ford Hotel Supply Co. 


"St. Louis, Mo. 

~H. Friedman & Sons, . Inc. 
‘New York, N. Y. 

_ Bernard Gloekler Co. 
Pittsburgh, Pa. 
Goodner Van Deventer Co. 
Tulsa, Okla. : 

Ideal * cherie Sup. Co. 

New York, N. Y. 

Alex “ged & Co. 
Chicago, lil. 

Joesting & Schilling Co. 
St. Paul, Minn. 





Loubat Glassware & 
Cork Co., Ltd. 
New Orleans, La. 
R. B, Martie, Inc. 
New York, N. Y. 
Murphy Hotel Supply Co. 
St. Louis, Mo. 
Albert Pick Co., Inc. 
Chicago, Ill. 
Russell & Watson, inc. 
Buffalo, N. Y. 
Sam Schuham & Company 
Chicago, Ill. 
Scholnick, Inc. 
Pittsburgh, Pa. 
Star Metal Mfg. Co. 
Philadelphia, Pa. 
The Stearnes Co. 
Chicago, Ill. 
Nathan Straus- 
Duparquet, Inc. 
New York, N. Y. 
Th p Wi hest: Co. 
Boston, Mass. 
Traub-Estabrooke Co. 
Chicago, Ill. 
John Yan Range Co. 
Cincinnati, Ohio 
The Winberg Compan 
« Chicago, Ill. die 








=~ 




















2 


' 
S 

v 
Ss 
Y 
: 
3 Cs 


tatty 


Ce 


Di 








b 





‘ 
, 


gia 8 : é e 8 
= ££ . € 2s Fs J oo 6 6 5 3) > 


IS 





The Henry Ford Hospital 
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AMONG A LONG LIST OF NATIONALLY AND INTERNATIONALLY KNOWN INSTITUTIONS, 


THE WORLD RENOWNED HENRY FORD HOSPITAL IN DETROIT 
USES IDEAL FOOD CONVEYORS 





Whether the hospital is large or small, hospital requirements differ from those 
of every other food service establishment. Ideal equipment, pioneers in the 
systematization of hospital meal distribution, embodies all of the latest con- 
ceived developments for improving service standards—for extending econ- 
omies in operation: 


STAINLESS STEEL CUT LABOR COSTS TO 
STRIKING EYE APPEAL MINIMUM 


@ EASILY CLEANED 
MEALS SERVE . 
Tain ane tae ae ¢ 5-YEAR ELECTRIC ELEMENT 


GUARANTEE 
BUILT-IN WATCHMAN THER- SERVICE 

MOSTAT CONTROL OF TEM- SLOW DEPRECIATION 
PERATURE UNDERWRITERS’ LABORA- 
FOOD TEMPERATURE TORY APPROVED 

ALWAYS CORRECT OVER 60 STANDARD MODELS 
LOW CURRENT CONSUMP- AND CUSTOM SERVICE FOR 
TION EVERY INDIVIDUAL NEED 


Numerous detailed construction principles and features exclusive in Ideal equip- 
ment. Write for catalog. 


16-tray carrier with hot ‘ed 
and cold shelves. 


FOOO CONVEYOR SYSTEMS 
te otemeosd Hospilala 


MANUFACTURED BY 


THE SWARTZBAUGH MFG. CO. 


TOLEDO, OHIO, U.S.A. © Established in 1884 


Distributed by THE COLSON CORPORATION, Elyria, Ohio 
Branches in Principal Cities 


50-patient bulk food . ; - 
service model 63 7 In C The C di Fairbanks-Morse Co. 
Fy In California—The Colson Equipment & Supply Co., Los Angeles 
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DIETARY AND FOOD SERVICE 


Margaret Rosenmeier 
Dietitian, Henrotin Hospital, Chicago, IIl., 
Editorial Director 


SOME PROBLEMS IN FOOD SERVICE 


» » %» THEORETICALLY, the planning, prep- 
aration and service of foods would seem to 
be quite a routine procedure, but, unfortu- 
nately this is not so. Patients are the only excuse for 
the existence of a hospital and they are human beings. 
Hence, food service in the hospital presents many pecu- 
liar problems. Take, for instance, the patient on a 
special diet. A definite situation arises when he is en- 
couraged to express his likes and dislikes, and the 
patient in the next bed is served the house diet without 
a question. What is the solution of this problem? 


The Special Diet 

With the interpretation of the special diet as merely 
a normal or house diet, modified in texture and con- 
. sistency, caloric content, or individual constituents to 
meet specific needs of the patient, the tendency is 
towards the use of a master menu from which these 
variations can be made, the master menu for private 
or public patients being, of course, definitely based on 
the adequate diet. Then there is also an increased ten- 
dency to serve special diet trays and house trays from 
the same pantry and at the same time, thus eliminat- 
ing obvious discrimination and lessening the oppor- 
tunity for comparison of food by patients. 

The attractiveness and element of choice in the 
house and special diet then compare favorably since 
the limitation of the diet is a factor requiring very 
definite consideration. The ideal situation certainly 
is one where the dietitian is responsible for her entire 
service through the planning, preparation and service 
of the food to the patient. Greater satisfaction on all 
sides is the result of responsibility well placed. Ideally, 
all patients should be contacted by the dietitian, 
whether on a house diet or on a modification of it. In 
other words, in visiting the patient after the meal as 
well as before, for satisfaction reaction and waste con- 
trol, the patient on house diet certainly should be in- 
vited to express his desires about the size of servings, 
preference as to white or brown bread, tea or coffee, 
etc. 

A small charge for the administration of a special 
diet, not based on the food consumed but upon the 
additional labor entailed in planning and preparation, 


Presented at the Sectional Meeting of the American College of Surgeons, Ed- 
monton, Alberta, March 24, 1937. 
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may also tend to adjust the point of view of the patient 
on the ordinary house diet. 

Now, what about the method or plan of service of 
these so-called special diets? Should they be served 
from a special diet kitchen or should they be taken 
care of along with the general trays? 

A special diet, properly, means merely a modification 
of the normal or house diet and its interpretation 
should be a variation of the master menu. Results 
show that it is quite possible and certainly more feas- 
ible, with proper supervision of the dietitian and her 
interpretation of the physician’s order, to have these 
foods prepared in the same kitchen in which all house 
foods are prepared. A chef can surely interpret “spin- 
ach without added salt,” as accurately as “roast chick- 
en without dressing’! 

It may be necessary in the case of the liquid or 
semi-soft variation of the high caloric or high vitamin 
diet to have an auxiliary kitchen for this type of 
special preparation. There is, however, no reason to 
believe that all these foods cannot be assembled and 
served at the same time as the other trays. The pa- 
tient is taught upon discharge to adapt his modification 
of the normal diet so that he may know how to select 
his food from the family table without difficulty. He 
is thus taught to take his place as a happy and healthy 
member of the family group. It is not consistent with 
this teaching to find it necessary to do otherwise in the 
institution. 


Co-operation with Physician Necessary 

More and more the interpretation of the nutritional 
and dietary needs of people in the hospital, the school, 
and the home is becoming a teaching problem for the 


-dietitian. In order that such a program may function 


in the best interests of the patient, the cooperation of 

the physician, the nurse and the dietitian is a first 

essential. As the director of food service in the hospi- 

tal, just what is the relationship of the dietitian to the 

other department heads in the hospital? That rela- 
(Continued on page 42) 
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Chilled, sliced pears, served with melon and blueberries, make a 
delicious salad. 


For a simple dessert, slice chilled pears and serve them with a 
slice of lemon. 


Pears . . FOR MENU VARIETY 


MEATY, SUCCULENT fresh Bartlett 
pears from California are at their very best 
in August and September and there are not 
many fruits in season just now that can quite compete 
with them “au naturel,” as they say. 

Refreshing is perhaps the word for them. There is 
a mouth-melting texture, a juiciness, and a sweetness 
about them that is hard to believe and they are ideal 
for eating in the hand between meals, at breakfast, 
or for dessert. 

sartletts are truly among the aristocrats of salad and 
dessert fruits, and the ease with which they may be 
prepared for serving adds to their desirability in the 
hospital cuisine. Served chilled, whole or sliced, and 
presented with a slice of lime or lemon, the blushing 
3artlett needs no apology from the diet kitchen when 
sudden calls come for a pick-me-up, a between-meal 
tonic, or an appetite whetter. They will add a satisfy- 
ing quality to the salad plate for a light supper, while 
a sliced fresh pear alongside a wedge of nippy cheese 
and a few crisp crackers makes a tempting snack for 
the guest with cravings for they know not quite what. 
And they will be equally welcome in the main dining 
room where appetites are in better tune. 

For dessert here are suggestions for the use of 
Bartletts : 

Serve them pared and cubed in sherbet glasses with 
lime juice. 

They make a delicious shortcake sliced between gin- 
gerbread and topped with whipped cream. 

Serve them sliced with cream and sugar, cake or 
cookies. 

A half pear filled with ice cream is a happy com- 
bination of two favorites. 

Cook them in syrup to which “red hot” cinnamon 
candy is added. Chill and serve with a dash of whipped 


cream. 
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Ginger or chocolate sauce is tasty with cooked Bart- 
letts. 

Bake them with brandy sauce, honey, or syrup, or 
with brown sugar, butter, and orange rind. 

Make a compote—pears and spices. 

For salads, Bartletts may be sliced, molded in lime 
gelatin, and served on lettuce with mayonnaise or salad 
dressing. 

They are delicious with French dressing and chutney. 

They are ever so compatible with cream cheese, cot- 
tage, or Roquefort. 

A September salad “Supreme’—Bartletts chilled, 
sliced and arranged on melon. Enlivened by a sprink- 
ling of blueberries. 

Mold them in gelatin with other season fruits such 
as black cherries and grapes. 

Other suggestions for their use include: 


Baked Pears 


4 fresh pears 
YZ cup brown sugar 
2 tbsps. butter or margarine 
1 cup hot water 
2 tbsps. lemon juice 

Pare pears and cut in halves. Remove cores. Place in cas- 
serole, sprinkle with sugar, dot with butter. Add water and 
lemon juice mixed. Cover and bake in a moderately hot oven 
ot 375° F. for one hour. Serves six. Serve hot with roast lamb. 


Fresh Pear and Black Cherry Salad 


Lettuce, romaine, and endive 
French dressing 
1 No. 2% can seeded black cherries 
3 fresh pears, pared, cored, and cut in slices 

Place greens in salad bowl and sprinkle with French dressing. 
Season drained cherries and sliced pears in French dressing, 
and then add them with their dressing to greens in bowl. 
Serves six. 

(Continued on page 41) 
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Midsummer 


BI5 VARA GIES 


By MARGARET ROSENMEIER 


Dietitian, Henrotin Hospital, Chicago, Ill. 


» » » DURING HOT WEATHER cool and re- 
freshing drinks rule supreme, but it is im- 
portant that the dietitian concoct beverages 

that are more than just refreshing, for often a patient’s 

meal is made up entirely of liquids. 

Summertime drinks can be refreshing, wholesome 
and appealing at the same time. With the prevalence 
of fresh fruits on the market, the variety is unlimited. 
All that is needed is a little ingenuity on the part of 
the dietitian. Any fresh fruit, for instance, may be 
blended with ice cream and milk in a malted milk 
mixer, and a beverage created that will be enthusias- 
tically received by both the patient and his doctor. Too, 
the old standbys, such as iced tea, gingerale and malted 
milk, lend themselves to new and inviting combina- 
tions. 


Russian Chocolate 


34 cup hot cocoa Crushed Ice 


4 cup hot coffee Sugar 


4 teaspoon vanilla Whipped Cream 

Combine cocoa and coffee while hot. Chill and add 
vanilla. Serve with crushed ice and sugar to taste. 
Garnish with whipped cream. 


Raspberry Gingerale 

4 cup fresh raspberries '% cup gingerale 

2 tablespoons sugar 1 tablespoon lemon juice 
Put sugar over raspberries and allow to stand sev- 

eral hours. Mash the berries and add rest of the in- 

gredients. Strain and serve with chipped ice. 


Orange Cream 
Y4 glass of orange juice 
1 scoop of vanilla ice cream 
Mix thoroughly in the mixer. Serve at once. 
Variations: (1) Use unsweetened pineapple juice 
in place of the orange juice. (2) ™% glass of milk and 
one crushed fresh peach. (3) % glass of milk and 
pulp of % banana. 


Pep Drink 
Juice of one orange Juice of %4 lemon 
Chipped Ice 
Put juices in a mixing cup and add chipped ice to 
make one glass of beverage. Mix thoroughly in the 


mixer and serve at once. 


Half and Half Cocktail 

Y% glass sauerkraut juice ¥Y glass tomato juice 
Combine and serve with chipped ice. This makes 

a delicious before-dinner drink. 
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An appetizing and healthful beverage consisting of a fresh fruit 
blended with ice cream and milk. 





Iced tea and gingerale are given an added zest by the addition of 
spices or fruit juices. : 
Raspberry Vinegar 
' 3 quarts fresh raspberries 
1% quarts mild vinegar 
Sugar 
Crush raspberries in a crock and add vinegar. Let 
stand for 48 hours, strain and measure. For each pint 
of juice, add two cups sugar. Bring slowly to the 
boiling point and allow to boil for five minutes. Pour 
into sterilized jars and seal. Use three tablespoons 
of the juice for each glass of fresh or charged water. 
Raspberry ice may be added if desired. 
Spiced Gingerale 
Y cup liquid from canned spiced fruit 
¥% glass gingerale 
Serve very cold. Garnish with maraschino cherry 
and sprig of fresh mint. 
Spiced Tea ad 
: 1 quart freshly brewed tea 
8 teaspoons sugar 
Y4 teaspoon cloves 
4 cup chopped candied orange rind 
Pour the hot tea into the sugar, cloves and orange 
rind. Let stand until cold and pour into glasses half 
filled with crushed ice or ice cubes. 
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MANUFACTURING WHOLESALE GROCERS 
CHICAGO BROOKLYN 




















| FOODS for ALLERGY DIETS 


For Allergy Diets, be sure the 
foods you use are pure. Even 
traces of irritating foods can up- 
set an entire dietary. Chicago 
Dietetic Foods for Allergy Diets 
are kept especially free from 
foreign substances. You can use 
them with confidence. 


NEW FREE BOOK 
On wheat-free, egg-free, milk-free diets. 
Shows list of *‘C- is foods available, Fee- 
ipes, and or 
of foods taken in normal diets. A handy 
reference for every dietitian. Sent free 
on request. 


CHICAGO DIETETIC SUPPLY HOUSE, Inc. 
1750 W. Van Buren St. Chicago, II. 























WILL NOT CORRODE - EASY TO CLEAN 





WRIGHT'S 
















SEE YOUR DEALER--- COLLINS & WRIGHT, INC, PITTSBURGH, PA, 
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Food Costs Slightly Lower in June 


» » June food purchase prices decreased .22 per cent 
from May price levels, according to the latest Grin- 


stead Food Price Index, compiled monthly by R. M. 


Grinstead & Company, Inc., New York City. The 
monthly decrease was due to decreases in the purchase 
prices of all groups except fish and fruit. Fish costs 
increased 1.87 per cent over May but remained 2.09 
per cent under last June’s prices. Fruit costs were 
4.40 per cent higher than May but 1.42 per cent under 
last June. 

Meats in June cost 12.10 per cent more than last 
June and groceries were up 3.03 per cent, while all 
other groups showed decreased costs of varying degree. 

The Grinstead Food Price Index is based on cur- 
rent prices paid by a selected list of institutions to 
purveyors. The index comprises prices actually paid 
for approximately one hundred articles of food, weigh- 
ing according to the proportion of these different 
foods purchased each month, thus compensating sea- 
sonal fluctuations in consumption. Because it is based 
on the three determinants: (1) exact foodstuffs pur- 
chased, (2) actual prices paid, (3) monthly changes 
in proportionate ratio, then -averaged, the Grinstead 
Index accurately gauges the average change in- the 
real prices of foods purchased for public service. 

Evaluating the weighted average of food prices 
paid in January, 1934 at 100, the course of price 
changes has been as follows: 









































January, 1934 100.00 
June 117.22 
July 118.23 
August 118.96 
September 119.42 
NOFA a aN ose ee 118.14 
November 117.82 
December 118.15 
January, 1937 122.12 
February 121.63 
March z 123.89 
April 122.44 
May 121.04 
June 120.77 





The following table shows in percentages, the aver- 
age change in June from the preceding month and 
from June, 1936. The proportion of the main food 
groups purchased last month is shown in percentages 
of expenditures. 





Prices paid in June, 1937, compared to: 
June, 1937 
May. 1937 June, 1937 Percentages of 
PerCent Per Cent Expenditures 
— 38% +12.10% 25.19% 











—1.52 — 8.48 12.90 

+1.87 — 2.09 10.22 
Wevetables: 2.2... — 19 —10.76 6.62 
Peas 0 foe —3.45 —15.18 2.98 
RE eS oes +4.40 — 1.42 5.92 
Dairy Products ........ —1.90 — 97 18.02 
ASMOCETIES rose — Ol + 3.14 18.15 
Change on Total 

(Weighted) .......... — 22% + 3.03% 100.00% 





Keep track of price changes by watching this Index, which 
appears every month exclusively in HOSPITAL MANAGEMENT. 
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GENERAL MANUS=*Sa Papa 


Suitable for Staff, Personnel and Patients Not Requiring Special Diets 
















































€ Breakfast Dinner Supper 
e 
S Wednesday, September 1 
9 Pineapple Juice Roast Lamb with Mint Jelly Chicken with Noodles Buttered Asparagus 
e Cornflakes Parsley Potatoes Creamed Peas White Grapes in Lime Jello 
- Poached Egg on Toast Waldorf Salad Apricot Whip Fresh Peaches 
Thursday, September 2 
t Canned Pears Ham Loaf Candied Sweet Potatoes Creamed Sweet Breads and Mushrooms 
Cream of Wheat Bacon Cabbage, Pineapple, Marshmallow, Pecan Salad on Toast 
l Raisin Toast Buttered Spinach Jelly Roll Corn on Cob Tomato Salad 
; White Cherries 
se Friday. September 3 
) Tomato Juice Sauted Lake Trout with Tartar Sauce Chop Suey Steamed Rice 
1 Puffed Rice Boiled Egg Escalloped Potatoes Buttered Wax Beans Wilted Lettuce 
Buttered Toast Celery Hearts, Radishes, Butterscotch Pudding Grapenut Ice Cream 
t Saturday, September 4 
Applesauce Swiss Steak with Cream Gravy Veal Croquettes Creamed Peas 
; Ralstons Bacon Mashed Potatoes Harvard Beets Spiced Pear Salad 
Buttered Toast Pea, Cheese and Pickle Salad Fruit Cup Chocolate Cup Cake 
” Sunday, September 5 
; Cantaloupe Lamps Chops Baked Potato Cold Plate: Chicken Salad, Potato Chips, Roll 
| Oatmeal Bacon Glazed Carrots Pear and Cream Cheese Salad Creamed Cabbage with Stuffed Olives 
; Buttered Toast Lemon Sherbet Fresh Plums 
Monday, September 6 
Apricots Baked Ham Escalloped Potatoes with Italienne Spaghetti with Meat Ball 
‘ Krumbles Poached Egg on Toast Cheese Buttered Spinach Sliced Orange and Cocoanut Salad 
: Buttered Toast Cucumber and Pineapple in Lemon Jello Salad Apple Brown Betty 
Gingersnaps 
Tuesday, September 7 
Banana Roast Veal Browned Potatoes Assorted Sandwiches 
Wheatena Bacon Escalloped Corn Pickled Beet Salad Carrot and Raisin Salad 
Buttered Toast Chocolate Sundae Honeydew Melon with Lemon 
Wednesday, September 8 
Stewed Prunes Broiled Liver, Creamed Potatoes with Pimiento Cold Plate: Fruit Salad, Potato Chips, 
Grapenuts Bacon Baked Squash Combination Salad Celery Hearts Buttered Cauliflower 
Cinnamon Raisin Toast Fresh Peach Short-Cake Lemon Pudding 
Thursday, September 9 
Sliced Orange Beef Pot-Pie Lima Beans Asparagus on Toast with Cheese Sauce, 
Cream of Wheat Scrambled Eggs Grapefruit in Lime Jello Salad Devilled Egg and Bacon Curls 
Buttered Toast Oatmeal Cookie Head Lettuce Salad with French Dressing 


Spice Cake with Hard Sauce 





Friday, September 10 














Pineapple Juice Salmon Loaf Creamed Potatoes Creamed Chicken with Mushrooms on Toast 
All-Bran Bacon Buttered Peas and Carrots Cucumber and Radish Salad 
Buttered Toast Apple and Date Salad Blackberry Cobbler Cantaloupe 
Saturday, September 11 
Canned Figs Swiss Steak with Spanish Sauce Escalloped Potatoes with Ham 
Oatmeal Boiled Egg Parsley Potatoes Wilted Lettuce Cabbage and Green Pepper Salad 
Buttered Toast Blue Plums Pineapple Tapioca 
Sunday, September 12 x 
Sliced Fresh Peaches City Chicken Browned Potatoes Cold Plate: Corned Beef, Potato Salad, Roll 
Krumbles Bacon Buttered Broccoli, Orange & Cocoanut Salad Buttered Green Beans 
Coffee Cake Chocolate Ice Cream Baked Apple 
Monday. September 13 
Half Grapefruit Broiled Sweetbreads Riced Potatoes Creamed Chipped Beef au gratin on Toast 
Ralstons Poached Egg on Toast Buttered Spinach Golden Glow Salad Baked Potato Lettuce and Tomato Salad 
Buttered Toast Blueberry Cup Cake Pears and Frosted Graham Crackers 
Tuesday, September 14 
Canned Apricots Roast Lamb with Mint Jelly Cold Plate: Fruit Salad, Potato Chips, Roll 
Wheat Krispies Bacon Escalloped Potatoes Buttered Asparagus Buttered Beets 
Cinnamon Raisin Toast Celery Heart and Radishes Rice Pudding with Raisins 


Fresh Raspberry Sundae 
Wednesday, September 15 





Cantaloupe Roast Beef Mashed Potatoes, Gravy Broiled Ham with Glazed Pineapple 
Oatmeal Scrambled Eggs Corn on Cob Peach and Pecan Salad Baked Sweet Potato 
Buttered Toast : Cherry Cobbler Stuffed Prune Salad Floating Island 
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GENERAL MENUS FOR SEPTEMBER ... 

































































Continued 
Breakfast Dinner Supper 
Thursday, September 16 
Tomato Juice Veal Bird Browned Potatoes Creamed Tuna Fish with Fresh Peas on Toast 
Shredded Wheat Bacon Buttered Cauliflower Spiced Apple Salad Perfection Salad 
Buttered Toast Ice-Box Cookies Orange Sherbet 
Friday. September 17 
Half Grapefruit Baked Halibut with Tartar Sauce Devilled Egg Baked Potato 
Cream of Wheat Boiled Egg Parsley Potatoes Wax Beans Creamed Carrots and Celery 
Buttered Toast Asparagus Salad Vinigarette Fresh Plums Cottage Cheese Salad 
Saturday. September 18 
Rhubarb Meat Loaf Mashed Sweet Potatoes Sliced Orange and Banana 
Puffed Rice Bacon Creamed Cabbage with Stuffed Olives Canadian Bacon Escalloped Corn 
Buttered Toast Watercress Salad, French Dressing Mixed Fruit Salad 
Honeydew Melon with Lemon Chocolate Pudding 
Sunday. September 19 
Fresh Pear Chicken a la King Shoe String Potatoes Cold Plate: Fresh Vegetable Salad, Roll 
Wheatena Bacon Glazed Carrots Banana Nut Salad Lima Beans 
Sweet Roll Fresh Peach Ice Cream Cocoanut Custard 
Monday, September 20 
Stewed Prunes Cornflakes Roast Veal Browned Potatoes Broiled Liver Delmonico Potatoes 
Scrambled Eggs with Minced Ham Cauliflower Polanaise Kidney Bean Salad Harvard Beets Grapefruit Salad 
Buttered Toast Fruit Compote Macaroons 
Tuesday, September 21 : 
Pineapple Juice Lamb Chops Baked Potato Beef Balls with Tomato Sauce 
Oatmeal Bacon Buttered Broccoli Radishes and Olives Corn on Cob Gingerale Jello Salad 
Buttered Toast Caramel Sundae Baked Pear 
Wednesday, September 22 
Canned Apricots Swiss Steak with Cream Gravy Escalloped Tuna Fish with Noodles 
Shredded Wheat Boiled Egg Mashed Potatoes Buttered Green Beans Pea, Cheese, and Pickle Salad 
Buttered Toast Sliced Orange Salad Royal Ann Cherries Cottage Pudding with Vanilla Sauce 
Thursday, September 23 
Banana City Chicken Browned Potatoes Corned Beef Hash with Poached Egg 
Ralstons Bacon Broiled Tomato Cucumber Salad Sauted Eggplant Celery Hearts and 
Cinnamon Toast Lemon Sherbet Carrot Strips Watermelon 
Friday, September 24 
Half Grapefruit Baked Haddock with Tartar Sauce Cold Pressed Chicken Creamed Potatoes 
Cream of Wheat Bacon Parsley Potatoes Baked Squash Watercress Salad with French Dressing 
Buttered Toast Apple and Date Salad : Fresh Peach Cobbler 
White Cake with Chocolate Icing 
Saturday, September 25 
Canned Figs Broiled Veal Steak browned Poiatoes Toasted Bacon and Tomato Sandwich 
Puffed Wheat Scrambled Eggs Fresh Spinach with Lemon Succotash Banana Nut Salad 
Buttered Toast Head Lettuce Salad with 1000 Island Dressing Pineapple Upside Down Cake 
Green Gage Plums 
Sunday, September 26 
White Grapes Baked Ham with Raisin Sauce Welsh Rarebit Baked Potato 
Wheatena Bacon Sweet Potato Delight Buttered Beets Cole Slaw 
Coffee Cake Sliced Orange and Cocoanut Salad Baked Pear 
Tutti Frutti Ice Cream 
Monday, September 27 
Stewed Prunes Roast Beef with Mushroom Sauce Cold Plate: Salmon Salad, Potato Chips, Roll 
Grapenuts Bacon Mashed Potatoes and Gravy Buttered Broccoli 
Buttered Toast Buttered Wax Beans Melon Ball Salad. Fruit Jello 
Gingerbread with Whipped Cream 
Tuesday, September 28 
Sliced Orange Creamed Chicken with Biscuit Cold Plate: Pickle Loaf, Potato 
Oatmeal Bacon Mashed Potatoes Buttered Broccoli Stewed Tomatoes 
Sweet Roll Mixed Fruit Salad Watermelon 
Fresh Raspberry Sundae 
Wednesday, September 29 
Stewed Prunes Broiled Veal Steak Browned Potatoes Canadian Bacon Baked Acorn Squash 
Shredded Wheat Scrambled Eggs Cauliflower Spiced Peach Salad Head Lettuce with French Dressing 
Buttered Toast Gingerbread with Whipped Cream Fruit Cup 
Thursday, September 30 
Grapefruit Roast Beef with Mushroom Sauce Tuna Fish Salad Potato Chips 
Wheatena Bacon Mashed Potatoes Fresh String Beans Buttered Beets Roll 
Buttered Toast Melon Ball Salad Caramel Sundae Fruit Punch Vaniila Wafers 
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Announcement of New Dietary Editor 
» » HospitaL MANAGEMENT is pleased to announce 
the appointment of Miss Margaret Rosenmeier, B.A., 


es as Editor of the Dietary Department to succeed Miss 
Helen Young, who has recently become Mrs. William 

wi 3arclay, and now makes her home in New Orleans. 
Miss Rosenmeier is a graduate of Mills College in 
st Oakland, California, where she received a B.A. degree 


in Domestic Science. Subsequently, she has taken post 
graduate work and an assistantship in the Presbyterian 
Hospital of Chicago. Miss Rosenmeier is a member of 
the American Dietetic Association and is now the 
dietitian at Henrotin Hospital, Chicago. 

With this splendid background of education and ex- 
perience, Miss Rosenmeier brings a service of the high- 
est character to our readers. 

Both Miss Rosenmeier and HosprraL MANAGEMENT 
join in requesting you to make the maximum use of 
the services of this department, and want all of our 
readers to feel free to call upon us for any assistance 
they may desire. 





Pears... 
(Continued from page 36) 





Fruit Salad Plate with Frozen Pistachio Cheese 


| large seedless orange 
6 pineapple wedges 
6 canned peach halves 
3 fresh pears, pared, halved and cored 
Fresh eating cherries 
Frozen Pistachio Cheese (see recipe below) 
Lettuce 
Mayonnaise 
Cream 

Pare and cut the orange into thin crosswise slices. Chill 
all fruits. For each serving, place a square of the Frozen 
Pistachio Cheese in the center of a dinner plate. Arrange four 
pieces of lettuce around it, and place a pineapple wedge, a 
peach half, a pear half, and two orange slices on them. Garnish 
with a few cherries and a tablespoonful of mayonnaise mixed 
with cream. This recipe makes six salad plates. 


Frozen Pistachio Cheese 
3 3-0z. pkgs. cream cheese 
2 oz. Roquefort cheese 
1 tbsp. lemon juice 
Y/ tsp. salt 
Green coloring 
4 cup shelled pistachio nuts 
14 cup heavy cream, whipped 

Mix the cream and Roquefort cheeses. Add the lemon juice 
and salt, and sufficient green coloring to tint a delicate green. 
Add the nutmeats, and fold in the whipped cream. Turn into 
the freezing tray of an automatic refrigerator, and freeze 
until firm, Cut into squares. Serves six. 


Ginger Pear Salad 


6 tbsps. chopped candied ginger 
6 tbsps. minced celery 
5 tbsps. mayonnaise 
6 fresh pear halves 
French dressing 
Lettuce 

Chop the ginger and celery and mix with the mayonnaise. 
Fill the hollows in the pears which have been sprinkled with 
French dressing with this mixture, piling it up in mounds. 
Chill thoroughly. Serve on individual beds of lettuce with any 
desired dressing. Serves six. 
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and 
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Hospitals Restaurants Banks 
Stores Public _ Apartments 
Hotels Buildings Homes 
Theatres Offices Factories 


AARBONDALE engineers... backed by an 
organization with 37 years of experience 
in the air conditioning field... will be glad to 
explain the new and better Carbondale features. 


CARBONDALE 
DIVISION 
WORTHINGTON PUMP AND MACHINERY CORPORATION 


General Offices: HARRISON, NEW JERSEY 
CA7-41 Offices and Representatives in Principal Cities 
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Pear Honey 


3 Ibs. fresh pears 
6 large slices canned pineapple 
Grated rind and juice 1% lemons 
2% Ibs. (51%4 cups) granulated sugar 

Pare and core the pears. Put through the fine knife of a 
food chopper with the pineapple. Drain fruit and combine with 
lemon rind and juice. Cook over a low heat until boiling, 
stirring frequently. Add the sugar, bring to a boil, and simmer 
20 minutes while stirring. Fills 12 6-o0z. jelly glasses. 


Problems in Food Service ... 
(Continued from page 35) 





tionship must be well defined and clearly understood 
in order that cooperative efficiency may result. 

The dietitian interprets the physician’s dietary pre- 
scription in terms of food. The dietitian is definitely 
responsible to the physician for a scientifically accurate 
interpretation of that order and at the same time the 
result must be a patient who is comfortable, contented 
and pleased with his food. The physician rightfully 
expects the dietitian to display initiative, imagination 
and resourcefulness in adjusting his orders to the pa- 
tient, who above all is a person—with individual needs, 
likes, dislikes and whims. In attempting to cement 
this relationship with the physician, the dietitian needs 
his cooperation ; she needs to feel that he is approach- 
able, and that there is mutual understanding regard- 
ing his dietary order. 
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The Dietitian’s Place in the Organization 

As a department head, the dietitian should be re- 
sponsible, in the final analysis, to no one but the ad- 
ministrator, ‘““whose interest, support and assistance in 
formulating policies, she must have if her department 
is to function effectively” as a part in a successfully 
managed institution. 

The patient is the most important person in the hos- 
pital. He is the first concern of the nurse and of the 
dietitian. In his best interests the dietitian must give 
to and have from the nursing department the highest 
kind of cooperation. 

In their relationship to each other, the dietitian and 
the purchasing department need to have a definite un- 
derstanding of policies as approved by the adminis- 
trator. Once established these should be adhered to 
very closely. 

The dietitian should be responsible for the entire 
food service to the patient. She should not, however, 
become so involved in routine and administrative 
duties as to forget that each individual patient is a 
human being. Her service to that patient should never 
end in the service of a well cooked, attractively served 
meal. She must realize that she can do much as a 
teacher. The amount of service which can be rendered 
collectively or to the individual patient in the hospital, 
in the out-patient clinic, in field work or in the home, 
is limited only by the size of a dietary staff. 


The Dietitian in the Small Hospital 


What about food service in the small hospital? 
Should there be a dietitian in an institution of under 
fifty beds? 

The report of Hospital Standardization for 1935 
of the American College of Surgeons states: “No hos- 
pital of twenty-five beds and over can operate a food 
service satisfactorily without a well trained dietitian.” 

The value of the dietitian to the well-being and ulti- 
mate health and happiness of the patient cannot dimin- 
ish with a decrease in the number of patients served. 
Unfortunately in the small hospital without a dietitian, 
someone must substitute for her. This is often a per- 
son untrained and ill-qualified to do so. The resultant 
inefficient service reflects definitely on the administra- 
tion of that hospital. The dietitian today is trained to 
combine many related branches of her work. In the 
small hospital she is able and ready to take charge of 
housekeeping, laboratory, food buying, administration, 
diet therapy and teaching. She is an adaptable spe- 
cialist who is recognized definitely today as a neces- 
sary part of an efficiently run and well managed hos- 
pital organization, regardless of its size. A well trained 
dietitian pays high dividends to the small hospital 
which strives continuously for recognition and ap- 
proval. 


— 


» « 


» » The National Sugar Refining Company of New 
Jersey has a new pure unrefined sugar on the market. 
It is a “purified raw sugar retaining all of the bene- 
ficial minerals and organic elements found in raw 
sugar with all the undesirable impurities removed.” 
This sugar has a creamy color and should make cereal 
a new dish for children. It is sold under the trade 
name of “Jack Frost Grans.” 
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STANDARDIZED BATTERIES OF STERILIZERS 
FOR THE SURGERY 


include non-pressure (boiling) 


instrument sterilizer, hot and cold water steri- 





lizers, autoclave (dressing sterilizer), which 
serves for dressings, utensils and solutions. 


These batteries, complete to the last detail, 





ready for connection to the institution's supply 
lines, are available for quick delivery ina 


wide variety of sizes—for steam, gas or electric 





heating. 
* STEAM HEATED 
Every modern development 
that makes for efficient, rapid 


and precise sterilization is 
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DEPARTMENT OF NURSING SERVICE 


Janet Fenimore Korngold 
Director, School of Nursing, St. Luke’s Hospital, Chicago, IIl., 
Editorial Director 





AN ADEQUATE HEALTH PROGRAM IN A 
SCHOOL OF NURSING 


» » » IT IS, OF COURSE, apparent that a 
health program in a school of nursing is 
valueless unless there is a definite fixing of 
responsibility for the execution of the program. The 
old adage: ‘“‘What is everybody’s business is nobody’s 
business” has been proved true many times in regard 
to the care of the student nurse’s health. We have all 
seen situations in which the medical staff of the hos- 
pital, the officers of the school administration, and the 
ward supervisors were all, in a certain sense, in favor 
of taking excellent care of the health of the student 
nurse; yet, because of the fact that no definite author- 
ity or responsibility had been delegated to a particular 
physician or nurse, the health program remained only 
an outline on a sheet of paper. 


Resident Physician or School Nurse 


An adequate health program necessitates a resident 
physician or a full-time school nurse or both, depend- 
ing upon the size of the student body. The ideal plan 
for a school of one hundred students or more would 
be a school physician with daily office hours in the in- 
stitution, and a resident full-time school nurse. Very 
satisfactory programs have been worked out, however, 
with only the full-time school nurse and, perhaps, the 
chief resident interne acting in the capacity of resi- 
dent physician to the school. Or the school may have 
a resident physician but no school nurse. In such a 
case, there will be considerably more hospitalization 
of the students as there will be no other way of pro- 
viding nursing care. 

The school physician or the school nurse should be 
in close cooperation with the administration of the 
training school. It is only logical to assume that the 
school office will have more time and interest in the 
health program than the hospital administration office. 
Reports of diagnoses, conditions, progress and recom- 
mendations can be handled more speedily and more 
satisfactorily through close cooperation between the 
school physician or nurse and the nursing administra- 
tion. 
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The health unit should be properly housed. The 
school physician or the school nurse should have an 
office very accessible to the student body but properly 
isolated from the public clientele of the hospital. There 
must be the proper facilities for preliminary examina- 
tion and for records. It is a sad fact that there are 
schools of nursing that do not supply their physician 
or nurse with the physical equipment for handling rec- 
ords, despite the fact that the value of the student’s 
health record is quite apparent. 


Hospitalization 


Proper provision should be made for the hospitaliza- 
tion of sick students and it is highly desirable that they 
be well segregated from the public clientele. If the 
size of the school warrants it and the architectural 
plan makes it possible, there should be both an in- 
firmary in the nurses’ home and a students’ unit in 
the hospital proper. Students with slight indisposi- 
tions which actually require no more than absence 
from work with rest or isolation under supervision 
may be cared for in the infirmary in the nurses’ home 
where greater freedom can be allowed the patient. 
When warranted by the gravity of the case, the student 
should be transferred to the school unit in the hospital 
proper. We can hardly over-emphasize our belief that 
sick student nurses should not be hospitalized in close 
proximity to other patients in the hospital. If there 


is no school unit architecturally provided. for, then 


the sick student nurse should be hospitalized in a pri- 
vate room. She should not be placed in a double room 
or ward with the regular clientele of the hospital. 
Familiaritv between sick students and regular patients 
can do neither the hospital, the students nor the public 
clientele anv good. Unless the student nurse can be 
segregated from the public, that is to say, unless she 
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THE LAWN AT GRANT HOSPITAL 


Even in the heart of a great city it is often possible to provide a place where patients and personnel can get 
out of doors. This shady, attractive lawn is greatly appreciated by all those who are privileged to use it. 


can be hospiialized in a school unit or a private room, 
she should be cared for in the nurses’ home if she be 
merely an ambulatory patient, a rest case, or some 
slight and minor condition awaiting diagnosis. We 
feel that it is particularly demoralizing to have student 
nurses with minor ailments, or students who are am- 
bulatory patients, wandering about the hospital proper 
in various stages of dishabille, mingling with the reg- 
ular clientele of the hospital. 

But whether the student nurse be hospitalized in the 
nurses’ home or in the hospital, the widespread habit 
of permitting her to nurse herself or of permitting 
sick students to nurse each other is equally pernicious. 
Too often we find that student nurses when hospital- 
ized are expected to make their own beds, take their 
own baths, and add as little as possible to the “nursing 
load” on the floor or ward where they are hospital- 
ized. The generosity of students in volunteering to 
make their own beds and otherwise wait on themselves 
should not be countenanced. The same principles of 
nursing care applying to the sick in general should 
be applied to sick student nurses. The school physician 
and school nurse should have full authority to enforce 
this policy which should, of course, have the unfailing 
support of the school administration. 


Examination on Entering the School 

One of the heavy responsibilities of the school physi- 
cian or nurse will be the routine examination of stu- 
dents upon their arrival. A detailed questionnaire should 
be supplied the prospective student. The student should 
arrive with this questionnaire carefully filled out by 
her family physician. Hewever, it is well to bear in 


46 


mind that these questionnaires can not always be relied 
upon for complete accuracy. Reports may be some- 
what evasive, especially if an applicant has a potential 
handicap. Careful preparation of this preliminary 
questionnaire will do much to reduce the inadequacy 
of some cf the histories. 

The student, upon arrival, should also present a 
statement from her family dentist as to the present 
condition of her teeth, with recommendations for the 
rectification of any existing difficulties. It should be 
the business of the school physician or nurse to follow 
up carefully the subsequent history of the student in 
regard to these recommendations. The proper care 
of her mouth should be made a positive prerequisite to 
going on duty. 

Upon admission the student should have a complete 
physical examination. It is regrettable that it is neces- 
sary to stress the need of completing this examination 
almost immediately after the arrival of the student. 
It is a grave injustice to hold the student’s position 
in the school in jeopardy for weeks or months. If she 
is not in fit physical condition to enter the school, she 
should be eliminated immediately. 

It is our belief that all tests and immunizations 
should be done after the student’s arrival, experience 
having shown that certificates have been provided when 
tests and immunizations have not been done. An ade- 
quate program would include smallpox and typhoid 
vaccines, and diphtheria immunization if the Schick 
test be positive. The Schick test should be repeated to 
see whether immunization has been acquired. The tu- 
berculin test should be followed, of course, when posi- 
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tive, by fluoroscopy and X-ray plates. The negative tu- 
berculins should be re-tested at the time of their leaving 
the school. But where facilities are available, all stu- 
dents should have chest plates made upon admission 
and graduation, regardless of the outcome of the tuber- 
culin test. If laboratory facilities are available without 
too much of an additional burden on a limited person- 
nel, a blood Wassermann would be desirable. We are 
not convinced that scarlet fever testing and immuniza- 
tions are worth while for student nurses. The entrance 
examination should also include urinalysis, a hemo- 
globin test and complete blood count. 

The condition of the new arrival’s feet should be 
carefully checked, but applicants need not be excluded 
from school for congenital flat feet, when there is no 
pain. Relaxation of the arches can be satisfactorily 
handled and the student allowed a probation period. 
It hardly appears necessary to go to the labor and ex- 
pense of taking the metabolic rate and making electro- 
cardiographs unless these additional examinations are 
actually indicated. 

When the prospective student lives within a reason- 
able radius of the hospital she should be encouraged 
or even required to report to the hospital for complete 
physical examination on some date before the actual 
opening of the school year. In the larger institutions 
where there are a great many applicants for entrance, 
the policy of an advance examination is sometimes 
maintained as a means of reducing the total number 
of applications to be considered. 

The greatest value of completing physical examina- 
tions prior to the opening of the preliminary period 
is the fact that it saves the time of the student nurse, 
eliminates absence from class and from ward work, 
and prevents also the hampering of the school and 
ward program. When the applicants are examined in 
advance of the opening of school, all recommendations 
can be and should be executed before either class or 
ward work actually begins. The preliminary exam- 
ination should place special emphasis on the eyes, the 
teeth, the throat and the feet. Painful ankles, bunions 
and corns should receive proper recommendations for 
treatment. Diseased tonsils should be removed. Eyes 
should be examined. The first day of school should 
find the students with their glasses adjusted, their 
teeth filled and their specially fitted shoes upon their 
feet. This will spare the instructors and the students 
the annoyance of later visits to oculists, dentists and 
orthopedists. 

We may debate the question as to who should defray 
the expense of these preliminary examinations. Many 
good schools are bearing all the expense themselves, 
while a few equally fine institutions are levying an 
examination fee upon the prospective student. This 
question is perhaps bound up with the more inclusive 
one as to whether a student nurse should pay the hos- 
pital for her education or the hospital pay the student 
for her labor. If the school and hospital are really 
giving the student nurse an education commensurate 
with the educational standards set by professional or- 
ganizations and accrediting bodies and commensurate 
with what the student nurse is paying for her educa- 
tion, both in cash and in labor, then of course, there 
is no reason why the applicant should not pay for her 
preliminary examination. In view of the fact, how- 
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MAKE no mistake about this: the doctors on your staff form 
the very life blood of your hospital. Satisfied that the supplies 
and equipment you provide meet the highest professional 
standards, they readily show their appreciation. Thus, you 
can expect two inevitable results—increased bed occupancy, 
and greater hospital income. But, if they feel that you are 
slighting small but important details that handicap their prac- 
tice, they'll probably send their future patients elsewhere. 


Assuredly, the scrub up room is no place for penny pinching. 
The soap and dispensers your doctors use are just 
asimportantto them as rubber gloves and instru- 

ments. Nothing but the best will satisfy. 


Thatis why more than 60% of America’s hospitals 
use Germa-Medica—dispensed from Levernier 
Foot Pedal Dispensers*. Because Germa-Medica 
Liquid Surgical Soap is dependable. Its ener- 
getic, detergent olive-oil lather not only dis- 
solves dead tissue and removes bacteria, but it 
does so without irritating the most tender skin. 


Once and for all you can end scrub up com- 
plaints by using Germa-Medica in Levernier Dis- 
pensers. Your doctors will welcome the change. | 


*Furnished free to quantity users of Germa-Medica. 
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The new light weight White Knight Patients’ Gown 
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special construction, light, airy materials. All 
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that don’t bind; to adequate reinforcement around 
the neck; to the inclusion of heavy, durable tie 
strings; to the wearing qualities of the garments 
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Uniforms, Professional Uniforms, Operating Gowns 
or any other Hospital Garments .. . it is a point 
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our own hospital-approved designs, under the 
close supervision of people who understand and 
can translate hospital needs into practical, eco- 
nomically right merchandise. 
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ever, that the overwhelming majority of hospitals still 
spend less on the student nurse’s education than the 
student body contributes to the hospital in its nursing 
service, it would appear quite unnecessary for the aver- 
age hospital to make a charge for preliminary physical 
examinations. In most schools of nursing the student 
nurse is already paying justly and adequately for every- 
thing she is receiving. Moreover, it should be borne 
in mind that the more thoroughly these preliminary 
examinations are performed, and the more conscien- 
tiously suspicious cases are eliminated, the smaller will 
be the responsibility for future hospitalization of sick 
students. It is in the interest of the hospital to be as 
thorough as possible in this matter of preliminary 
examinations. 


When the Student Becomes II 

Heavy as the routine program is at the time of ad- 
mission, the responsibility of the school physician and 
nurse by no means ends here. There will always be 
the matter of the daily routine. The school physician 
or nurse in a school having a student body of any con- 
siderable size should have regular daily office hours, 
preferably early in the morning. Any student doubtful 
as to whether she is able to report or should report 
for duty should call at this office. Those unable to 
leave their rooms should, of course, be visited im- 
mediately and hospitalized if necessary. Under no 
circumstances should the school administration coun- 
tenance the habit of student nurses approaching staff 
physicians or internes on the wards of the hospital 
when in need of medical advice. The school physician 
or nurse should make a brief report to the school office 
every morning at the close of office hours. The report 
should include hospital admissions and discharges, the 
progress of the hospitalized cases, and recommenda- 
tions for students off duty in the nurses’ home. 

Reports of student nurses being sent to special de- 
partments such as contagious wards, maternity wards 
and operating rooms should be supplied the school phy- 
sician or nurse by the school office in order that it be 
definitely determined whether there are contra-indica- 
tions to their entrance into these departments. This 
again points to the importance of close contact and 
understanding between the nursing administration and 
the school physician or nurse. 


Records of Health 

It is regrettable that in many schools, unless the 
student is actually hospitalized for acute surgery or 
some extremely serious condition, no record of her 
health or treatment during the three years she has 
been in school is available for future reference. The 
records of all examinations, results of all tests, ab- 
sence from duty when not hospitalized but on sick 
leave, in fact a record of every contact of the student 
nurse with the school physician or nurse should be 
made a part of the student’s permanent record. 

An adequate “follow-up” also includes the taking 
and recording of weights monthly. We also call at- 
tention to the fact that it is not adequate, and it is not 
good nursing, to have the students weigh themselves 
in the gymnasium or doctor’s office and record their 
own weights upon a sheet attached to the wall nearby. 
The school nurse should be present and do the weigh- 
ing and recording herself, as students frequently do 





HOSPITAL MANAGEMENT, August, 1937 











































= eae ae aS ae a eee eee ee 


not report their correct weight when left alone. Many 
wish to lose weight when there is no condition indi- 
cating that such is desirable. With pulmonary tuber- 
culosis in young people upon the increase, schools have 
a serious responsibility in throwing what safeguards 
are possible around the student body. Having a re- 
sponsible person check and record the weights is one 
such safeguard. 


An adequate health program would include an an- 
nual general physical examination and an examination 
within a reasonably short period before graduation. It 
is very essential that the school be well acquainted 
with the departing student’s physical condition. This 
is a great protection against possible future embarrass- 
ment. 


Therapeutic Diets 

It has been our observation that only rarely do 
schools of nursing take upon themselves any respon- 
sibility for the serving of special therapeutic diets to 
students and it appears to us that this is quite justifi- 
able. In general the tendency is to feel that if a well 
balanced diet is served at the general table, the school 
has no other dietary responsibility save as it relates 
to students actually hospitalized, or off duty in the 
infirmary in the nurses’ home. Generally speaking, we 
can say that if a student is considered able to carry 
her full program of work and study, her needs are well 
covered by the general diet. We can hardly imagine 
nursing work ever becoming the proper field of activity 
for young women with chronic conditions necessitating 
special diets. 


Cost of Student Care 

It appears traditional that the school of nursing and 
the hospital should bear the cost of hospitalization for 
acute conditions developing after the student’s ad- 
mission. More recently there have been some voices 
raised in protest against this policy. It is now sug- 
gested that the institutions might unload some or all 
of this expense of hospitalization upon the individual 
student. It appears to us that in a highly organized 
school where the records, curriculum, personnel, etc., 
are comparable to college organization, a plan of hos- 
pital insurance for students would be feasible. Fees 
for physical examinations and for hospitalization in- 
surance are quite variable in colleges, depending largely 
upon the location of the college and also upon the 
character of service and care given. But since the 
situation in a school of nursing is so seldom compar- 
able to the situation in a college or university, it would 
appear that the hospital is not particularly imposed | 
upon when it bears the expense of hospitalization with- | 
in reasonable time limits. The expense to the student 
should only be increased as the hospital and school of 
nursing increase the educational advantages and im- 
prove the living conditions of the student body. 


Student Activity and Ward Routine 

For the health program to serve its purpose, there 
must be harmony between the school and ward routine 
and the health program. That is to say, if benefit is 
to be reaped from a sound health program, then neither 
the study schedule or the ward work program should 
be incompatible with health. 


It seems little less than astonishing that some schools 
with fairly well.developed health programs have as 
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illumination in the operating room equipped 
with a Castle Spotlight. Supplementing your 
present system (until such time as you can 
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reducing beam of illumination, giving true tissue 
values. Although this spotlight yields over 2500 
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the operating field. The Castle Spotlight is fully 
adjustable. The ideal supplement to any system 
of operating illumination. 
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yet not seen fit or found it possible to arrange an eight 
hour day for their student body. An adequate health 
program would seem to presuppose at least an eight 
hour day and a forty-eight hour week. A forty-four 
hour week would, of course, be even better. 

It should also be clearly understood that in the work 
day of a student nurse, a class hour should be given 
equal consideration with a ward-work hour. That is to 
say, if a student is to attend two lectures or to have 
two laboratory periods a day her ward assignment 
should not exceed six hours. It should be apparent that 
if a student nurse spends eight hours a day in bedside 
work, the addition of two hours in the classroom gives 
her an actual work program of ten hours on that day. 
It should be remembered also that we hope she will 
spend still additional time in the preparation of the 
lessons which are to occupy the class hours. 

It is undoubtedly true that the combined school- 
work and ward-work programs of most schools of 
nursing are incompatible with good education and good 
health. If the student’s health does not suffer as a 
result of overwork, it is merely because she does not 
work overtime preparing her lessons, and merely rests 
her feet and takes a nap during her lecture hours. 
She cannot be blamed for doing this. 


Rest and Work 

The student nurse should have at least one month’s 
annual vacation, and she should not be permitted to em- 
ploy much, if any, of this vacation as sick leave. The 
nurse who spends two or three weeks of her vacation 
recovering from an operation or other misfortune has 
really not had a vacation. A student nurse should have 
one full month’s vacation in addition to necessary i, 
sence occasioned by illness. 

It is little short of barbarous to assign student nurses 
class work which will necessitate their getting up once 
or twice between the hours of 9 a. m. and 3 p. m 
after being on duty throughout the night. Hard as it 
may be to adjust the program properly, the hospital 
is not meeting its obligation to the student if it cannot 
make it possible for her to have the proper amount of 
continuous sleep and complete her educational program 
at the same time. Again we are reminded that pul- 
monary tuberculosis is increasing among young people, 
and every safeguard should be thrown around the 
student body. No health program is adequate unless it 
provides the student nurse with the proper amount of 
continuous sleep. 

We have been both shocked and amused to observe 
a strange inconsistency in certain schools: the dormi- 
tory lights are turned out at 10 p. m. because the 
student needs her sleep; the young woman on day 
duty requires continuous sleep from 10 p. m. to 6 a. m. 
as a safeguard to her health. But in the same dormi- 
tory students on night duty who go to bed at 7 or at 
8 a. m. are expected to get up, dress and go to class 
at 10 a. m. and perhaps again at 1 or 2 p. m. Let us 
remember that what is good for the day nurse is just 
as good or even better for the night nurse. 
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Recreation Activities 

The health program par excellence would, of course, 
include the provision of a physical director who would 
organize recreation for the student body. But in the 
absence of funds to supply a department of this sort, 
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the school should at least see to it that the ‘students 
have facilities for enjoying those sports in which they 
show the most interest, such as tennis, swimming, and 
basketball. 

In conclusion we would suggest that if there exists 
in the school a nursing council, a school board or a 
school committee, or a special committee interested in 
the welfare of student nurses, that the school physi- 
cian be made a member of that committee. This would 
insure greater cooperation on the part of other depart- 
ments and would also allow an opportunity for board 
and staff members. to become acquainted with the 
purposes of the health program and the reasons for its 
existence. 


Physical Exercise Therapy ... 


(Continued from page 25) 





type. Gymnastic exercises include activities on exer- 
cise pulleys, stall bars, parallel bars, gymnasium horses, 
striking bag, etc. 

Informal exercises are also for three general types 
and include a large category of games, especially suited 
to a physical and mental capacity and interest of (a) 
the alert type, (b) moderately active type and (c) pas- 
sive type. Types of games as to complexity are also 
prescribed for (a) organic types and (b) functional 
types. Suitable games for the alert types include volley 
ball, baseball, handball, tennis and golf. For the mod- 
erately active types, convalescent, games such as code- 
ball, croquet, horseshoes, and tether ball are suitable. 
Softball and especially adapted gymnasium games are 


also suitable. For the inactive functional type a stimu- 


lated grade of activity such as swimming and simple 
forms of games such as bowling duckpins, toss and 
catch, medicine ball and circle pass may be advantage- 
ously employed. For the organic cases such as the 
Dementia Paralytica, Encephalitis Lethargica and Epi- 
leptic cases, a simple type of play activity is suggested. 


Therapeutic Results 

A larger proportion of patient population can be 
enlisted into suitable forms of pleasurable recreation. 
Aims must be suited to the individual’s capacity and 
modifiability. For the far regressed patient the objec- 
tive may be simply to enlist him into some form of 
mechanistic activity without the motivating force of 
interest. For such a case the retention of the vegeta- 
tive reflexes may establish the therapeutic aim. For 
the more alert and less regressed types, however, rec- 
reation holds many resocialization potentialities for 
enlisting their pleasurable cooperation. A large pro- 
portion of those who sit idly day by day on the ward 
can be enlisted into diversional activities if the proper 
approach and methods are employed. Broadening of 
interests and often new and more active interests pro- 
foundly changing the patient’s fatalistic outlook upon 
life may be developed through a rational program of 
physical exercise therapy. Above all, activity should 
be thoroughly organized. It will be found that where 
leagues are formed more patients will take part, a 
greater degree of interest will be sustained, and a 
higher social integration may be developed. 
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pee the patient against every factor which may tend to 
cause either physical or mental irritation is one of the cardinal prin- 
ciples of hospital management. 
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MEDICAL RECORDS DEPARTMENT 


EDNA K. HUFFMAN 
Medical Records Librarian, Grant Hospital, Chicago 


MEDICO-LEGAL VALUE OF HOSPITAL RECORDS 


THE MEDICO-LEGAL value of hospital 
records is a subject that has awakened gen- 
eral interest though it is hardly a new one. 
“More than a century ago,” we are told,’ “the New 
York State Legislature enacted a law which provides 
that ‘a person authorized to practice surgery 


» » » 


shall not be allowed to disclose any information which 
he acquifed in attending a patient in a professional 
capacity, and which was necessary to enable him to 
act in that capacity.’ This law remains today on the 
statute books as it was over a hundred years ago.” In 
some states*® there are no statutes referring specifically 
to medical records and in those which do have such 


legislation the laws vary greatly. 


Ownership of the Record 

The record is the history of the patient as given to 
his physician and, both legally and ethically, it has the 
same status as the verbal communication.’ It makes 
no difference whether the history is secured by an 
interne or writen by a stenographer, and X-ray and 
laboratory findings added by various technicians; a 
medical record can be made only under the supervision 
of an experienced physician and he is responsible for 
its contents and its accuracy. When the history is 
completed he must sign it and it then has the same 
value as if it had been actually written by him.t The 
record, however, becomes the property of the hospi- 
tal,2* not of the physician nor of the patient even 
though he is paying for the ‘making of it and it is made 
for his benefit. 

The laws in the different states vary but in some the 
record is held to be the sole property of the hospital 
which may refuse to produce it for any purpose what- 
ever, 4 except of course on a court subpoena? which 
may not be disregarded.:*In some city hospitals the 
consent of the Commissioriet is required as well as the 
consent of the patient in writing and duly notarized.’ 

Generally the superintendent is the only person’ ® 
beside the physician who is permitted to give out in- 
formation from the record and then only to the patient 
or to his duly authorized agent. The consent of the 
patient should always be secured in writing and, as 

Auiaare of a paper presented to The Adirondack Group of Medical Record 


Librarians and The Hospital Association of Northeastern New York, Albany 
Medical College. March 4, 1937. 
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mentioned, in some instances the affidavit of a notary 
is also required.’ It has been found necessary by some 
institutions to compare the signature on the form of 
consent with a known authentic signature of the pa- 
tient to be sure that the consent has actually been 
signed by the patient. When a request is made over 
the telephone’® for a legitimate, stated reason the 
patient’s name and address with the dates of admission 
and discharge may be given out but, while the matter . 
of information as to the nature of the patient’s dis- 
order and operation of treatment rests upon the super- 
intendent’s discretion, it is much safer to ask that the 
request be sent in writing, accompanied by a written 
consent of the patient. 


Use for the Patient 

In admitting the patient, the hospital enters into an 
unwritten but nevertheless valid, implied contract? with 
the patient to use its facilities for his benefit. If a 
patient, therefore, asks for information from his rec- 
ord for his own benefit, the hospital should not with- 
hold it, even without the consent of the physician.* 
The patient’s friends and relatives* have absolutely no 
right to see the chart. This includes husbands and 
wives,” and great care should be taken on the floors to 
see that visitors are not allowed to see and obtain 
information from the record. 

When the patient brings suit for damages for in- 
juries and himself describes these, he, in so doing, as- 
sumes the position of being willing to make his condi- 
tion known and has consequently removed the obliga- 
tion to secrecy.t To insure the individual who does, 
however, desire to have his confidences to his physi- 
cian kept inviolate, the law recognizes medical records 
as privileged communications,147* and a_ physician 
cannot be required to testify as to his patient’s disease 
or to divulge any information given him in confidence 
to aid in treating that disease. A statement that a phy- 
sician has or has not given treatment is not held a 
privileged communication.* 
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When the Record Is Subpoenaed 

It is interesting to note that in requiring the attend- 
ance of a physician at a trial an ordinary subpoena 
for his appearance, issued by a lawyer, has no legal 
force unless it is accompanied by a court order signed 
by a judge. After a record has been subpoenaed and 
brought into court it is still possible, through one’s 
attorney, to secure a restricted use only? of the record, 
limiting the information given out to the name of the 
patient and dates of admission, operation, and dis- 
charge, or even to prevent its being admitted as evi- 
dence. 

When a record is sent into court, it is a wise precau- 
tion to have every page numbered, a notation entered 
on the chart of the total number of pages and a similar 
notation kept in the home office.1? Some hospitals 
report that they make a practice of sending the chart 
by registered mai! to the Clerk of the Court, thus 
shifting the responsibility of caring for it to his should- 
ers. There is, however, the grave objection to this 
practice that the hospital thereby becomes liable for 
contempt of court.4? Someone, therefore, should al- 
ways be sent with the record who is able to identify 
it. Whoever is sent should be cautioned to keep strict 
custody of the record? to see that it is not lost or 
defaced. 

Only in rare circumstances can a court order be 
obtained for the use of the record before the trial takes 
place but insurance companies have been known to 
have a subpoena served for the production of a chart 
long before the day of the actual trial, in this way 
enabling them to see the record without the consent 
or even the knowledge of the patient. 

The hospital may of course use the case record 
freely for its own purposes‘ in medical research, and 
any member of the staff is privileged to use it without 
the consent of the patient or of the attending physi- 
cian. All who have access to the record within the 
hospital—physicians, medical students, librarians—are 
bound by the professional code of secrecy not to give 
out any information contained in the record,‘ and the 
free use of the record, for this very reason, is not a 
violation of confidence. 

A second physician treating the patient? * should be 
given access to the record. It is the patient’s privilege 
to consult a second physician and if it becomes neces- 
sary to resort to due process of law to compel the hos- 
pital to furnish the required information it is the 
patient, not the physician, who should institute pro- 
ceedings. 

In the State of New York, the forms which the 
physician is required by law to submit to the Depart- 
ment of Labor give a workable summary of the case 
and it is rarely necessary to send the actual chart to a 
hearing. Often the appearance of the physician is not 
required from the beginning to the end of the case, 
his sworn reports constituting in effect, his deposition. 


Use for Insurance Purposes 

When a copy of the record is desired by an insur- 
ance company the written consent of the patient must 
be obtained.‘ ® In case of death, the consent must come 
from the next of kin and* is required in some cases 
to be notarized. Requests from patients, or their duly 
authorized representatives, to have forms or certificates 
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filled out in cases of insurance claims or proof of death 
should receive prompt and courteous attention. Such 
requests give the hospital the right to use the record 
and to disclose its contents.‘ 

Most hospitals for a nominal charge will make copies 
of records upon proper authorization but few will 
allow access to the actual record. With the permission 
of the patient, the physician and the superintendent, 
however, it may sometimes be found advisable to 
permit the duly authorized agent of an insurance com- 
pany to look over the record in the presence of a 
responsible person, usually the librarian, to make his 
own notes. Abstracting records for insurance com- 
panies or attorneys may be a source of trouble® and 
since no one but a physician® can intelligently abstract 
a history, it is a wise policy to refuse to do so. 


Responsibility of the Physician 

The physician’s share in the record has already been 
discussed but it might be well here to stress his respon- 
sibility. It is most natural for a busy surgeon, if for 
any reason a record of a procedure is not made on 
the spot, to permit some time to elapse before making 
his notes, but he should not leave the hospital without 
seeing that a record of it is available for another doctor 
should it be necessary to call one in his absence. In 
several instances* courts have held the surgeon guilty 
of malpractice when he failed to leave a record of what 
the operative procedure had been and the patient suf- 
fered from another doctor’s inability to handle the 
case because of the lack of data. 


Records of Accidents 

The necessity for a prompt recording of the history 
is especially evident in accident cases. The first history 
given’ upon the admission of a patient to a hospital 
following an injury is apt to be a true account of what 
occurred. Too often later testimony does not agree 
with the original statement, and it is well to make 
that a matter of record before any influence or interest 
can be brought to bear which may alter the story of 
the accident. Attention should be called here to the 
distinction between the physician’s own findings and 
notes relating to treatments, operations, and medical 
procedures, and information given to him in the gen- 
eral history as to what occurred before or leading up 
to the patient’s admission to his care.* The latter, in 
the eyes of the law, amounts only to hearsay and is 
not admitted as evidence in a court of law for it is 
not a matter of the physician’s own knowledge. 

In accident cases the record should show beyond the 
shadow of a doubt the character and location of 
wounds and the exact condition of the patient when he 
was received in the care of the physician,’ '° and should 
state whether he was conscious, irrational, or under the 
influence of drugs. The odor of alcohol on a patient’s 
breath should be entered very circumspectly? for one 
of the most natural impulses in the world is for some- 
one at the scene of an accident to administer an al- 
coholic stimulant so that such an odor is not neces- 
sarily a fair indication of intoxication and may lead 
to serious complications or may disqualify the record 
as evidence if the patient, because of such an entry, 
insists upon his right under the principle of privileged 
communications; or it may even furnish the grounds 
for a suit against the hospital. The only sure'test, we 
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are told, is a laboratory determination of the alcohol 
in the blood.? 


Consent for Examination and Treatment 

Wherever possible express consent to operation or 
treatment should be an integral part of the record. 
In most hospitals it is now routine® to require the writ- 
ten consent of a patient or his legal representative in 
the case of a minor or one who is mentally incom- 
petent before any operation, minor as well as major, 
is performed. It is also well to be forearmed with the 
knowledge as to who is lawfully entitled to give such 
consent. 

“A physical examination of a patient cannot 
be made or an operation done, lawfully, without 
authority. Authority is necessary, too, before a 
physician can lawfully apply to a patient any pro- 
phylactic, diagnostic, or therapeutic agent, such 
as a vaccine, a splint, roentgen rays, or an anes- 
thetic or any other drug. A person who does 
any of these acts without authority commits a 
battery or trespass, or both, for which, according 
to the circumstances of the case, he may be fined 
or imprisoned or made to pay damages.” 

“In the everyday practice of medicine, lawful 
authority for the physical examination of a pa- 
tient, an operation or treatment, is nothing more 
than valid consent. Consent, however, even by 
the patient himself is not necessarily valid. Con- 
sent may be invalid because it undertakes to 
authorize an unlawful act or because it comes 
from a person who has no lawful right to give 
consent or because it was obtained by misrepre- 
sentation or fraud.’ ; 

A person’s right to freedom from interference con- 
tinues even after death and lawful authority must be 
secured before an autopsy can be performed upon his 
body.*! 12% New York State hospitals have been ad- 
vised to have permissions for necropsies notarized.'* 

At his death the right to the custody and disposal 
of the body and the right to consent to an autopsy 
passes to the relatives in a legally recognized sequence. 
To list them in order, the spouse comes first, then the 
children, the parents, brothers and sisters, uncles and 
aunts, and other kinsfolk in the order of their close- 
ness of consanguinity. 

Value of Nurses’ Records 

The final portion of the record, that is the nurse’s 
notes, must also be considered for its potential medico- 
legal value. Only a few years ago the suggestion was 
made that bedside notes be discarded after a period of 
six years had elapsed to cover the statute of limitations 
which provides (in the State of New York) that a 
suit must be instituted within six years. A judgment 
must be obtained within twenty years. After follow- 
ing out for a time this policy of discarding outlawed 
bedside notes, it was decided that the amount of space 
in storage that was saved did not outweigh the value 
of the discarded notes and at present the consensus 
appears to be that the nurse’s notes may be of inesti- 
mable value. Even though they may not be admitted as 
evidence,* the court allows their use to refresh the 
memory of the nurse on the witness stand. And one 
case is on record where a nurse’s note as to a scar on 
a patient’s eye influenced the decision of the court.” 
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Nurses’ notes that are merely initialed are not suffi- 
ciently identified; for that reason many hospitals, in 
order to cloak the identity of the nurse so that she 
may not be summoned into court, prefer to use initials 
only. 

In review, the points of outstanding medico-legal 
importance in medical records which should be borne 
in mind are: 

(1) Their confidential nature. They are privi- 
leged communications and as such the question of 
who may be allowed access to them becomes of vital 
importance. 

(2) Their ownership. While the record is made 
by the physician for the benefit of the patient, it be- 
comes, nevertheless, the property of the hospital. 
And properly made records will automatically prove 
of inestimable value in 

(3) Their protection of the interests of patient, 
physician and hospital. This can only be insured by 
full and accurate notes as to the patient’s condition 
and what was done for him and why. The respon- 
sibility for this rests squarely upon the physician, 
though added detail may be supplied by technicians’ 
and nurses’ notes. The record must also clearly 
establish by whose authority it was done, or, if the 
patient refuses to accept the physician’s advice, the 
record should bear the patient’s own statement of 
his assumption of the full responsibility in acting 
against that advice. 

By keeping the above points ‘clearly in mind the 
medical record may become, in addition to a scientific 
study of value for purposes of medical research, a 
shield and weapon of defense to the physician and the 
hospital as well as to the patient and the public. What 


‘a real satisfaction it will prove in case of litigation to 


be able to produce an acceptable record that carries 
with it the weight to secure the desired judgment— 
“The court awards it and the law allows it!” 
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» » Mrs. Edna K. Huffman, who has been conduct- 
ing a school for Medical Records Librarians at St. 
Joseph’s Hospital, Chicago, has resigned, and is suc- 
ceeded by Miss Inez Byars of Marquette, Mich., who 
will continue the school. Mrs. Huffman has taken 


charge of the department at Grant Hospital and will 
open a school in September. 
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BOOK REVIEW 


AMERICAN AND CANADIAN HOSPITALS. 
Second Edition. Cloth. $10.00. 1464 pages. Physi- 
cians Record Company, 161 West Harrison Street, 
Chicago. 


The first edition of this work was compiled by the 
late James Clark Fifield and was published in 1933. 
After his death the publication was acquired by the 
present publishers and a second edition prepared under 
the supervision and with the active cooperation of the 
four national hospital organizations—the American 
Hospital Association, the Catholic Hospital Associa- 
tion, the American Protestant Hospital Association 
and the Canadian Hospital Council. The work has 
thus been made as accur ate, complete and up-to-date 
as it was humanly possible to make it. 

The major portion of the publication is devoted to 
detail regarding individual hospitals. The main source 
of the information contained was from questionnaires 
mailed to all registered hospitals and related institu- 
tions. Ratings and similar detail were carefully checked 
with the latest listings of the associations concerned 
and where the hospitals neglected to reply to the ques- 
tionnaires the desired information was secured from 
the most reliable sources available. 

The information regarding each institution is 
grouped to bring similar items together in a system- 
atized manner, showing the rating and association 
membership, items of general information, type of 
service rendered, type and organization of medical 
staff, personnel, a record of performance, financial 
data and finally the history of the institution. Hospi- 
tals are arranged alphabetically under the names of 
cities which in turn are listed in the same manner under 
the states and provinces. Reference is thereby made 
easy and certain. 

The first section is devoted to the history and objec- 
tives of the four national hospital associations in the 
United States and Canada. This is followed by similar 
sketches of all other organizations interested in the 
hospital field and active in hospital work. The infor- 
mation contained was secured, wherever possible, di- 
rect from the responsible officers of the associations 
concerned. 

A very important section is that devoted to the 
standards for the hospital as a whole and for those 
concerned in the work of the various departments. 
The latest revisions of these, as promulgated by the 
authoritative bodies, have been assembled and repro- 
duced in full. 

In the organization section there are complete lists 
of state, sectional, regional and local hospital associa- 
tions and councils, as well as conferences of hospital 
superintendents. Specialized hospitals are listed by 


states and provinces. 


The amount of effort expended in preparation and 
publication must have been colossal but the result is 
the most complete and authoritative compilation of 
information regarding hospitals that has ever been 
published. It will be of inestimable value not only to 
hospital administrators but also to all who in any way 
contact the hospital. 
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» 9» » UNDER present economic and professional 
conditions the nurse anesthetist has taken a 
prominent place in the department of anes- 

thesia in practically all hospitals in the United States. 

The training of physicians in this department of medi- 

cine has been neglected during the last decade and, 

should the nurse anesthetist be suddenly eliminated, 

physicians would find themselves struggling with a 

problem with which many of them have not been 

trained to cope. The administration of anesthesia is, 
however, essentially a medical specialty. The nurse 
anthestist will always remain as a valuable technical 
assistant, but there are certain phases of the manage- 


’ ment of the patient which can be adequately dealt with 


only by a skilled physician. 
Supervision of Anesthesia 
The importance of and the necessity for anesthesia 


SCIENTIFIC ANESTHESIA 


By BEN MORGAN, M.D. 


Chie: ..nesthetist, Grant Hospital, Chiago, Ill. 





Taking of Blood Pressure. Every adult patient de- 
serves to have a blood pressure taken and recorded 
before the pre-medication is given and again before 
the anesthetic is started, followed by five minute inter- 
vals throughout the operation. While the interpreta- 
tion of blood pressure is by no means the only guide 
in the management of an anesthetic, it rates as one of 
the most important factors in anesthesia. 

Classifying Surgical Risk. The study of the pa- 
tient’s vitality and classifying the surgical risk gives 
the first corner stone in directing the anesthetic. It is 
upon this data that the selection of the anesthetic is 
based. 

Selecting Type of Anesthesia. The selection of the 
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also before and after administration. 

Pre-medication. It is desirable to usher a patient to 
the operating room and into anesthesia under more or 
less of a definite degree of hypnotic effects. To do this 
it is necessary to give divided rather than full doses 
and observe the effects, administering the subsequent 
dosage to meet the individual requirement. This entails 
the labor of the anesthesia department to personally 
supervise the pre-medication. 
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Training in Anesthesia 
In order to promote the training of physicians in 


- the administration to the end that there may be more 


adequate medical supervision of anesthesia, systema- 
tized courses should be conducted in hospitals quali- 
fied to conduct such teaching. With this object in 
view, Grant Hospital has organized a definite course 
in anesthesia, with the author as chief anesthetist and 
instructor. 
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A skilled medical anesthetist trains a nurse in scientific anesthesia, 
using the most modern apparatus. 


Internes. The training of the medical student and 
interne in practical anesthesia has been sadly neglected 
during the last decade while, at the same time, the law 
holds the surgeon responsible for the anesthetic unless 
the anesthetist holds himself as an expert. This seems 
contradictory, and it is proposed to offer adequate 
training in all types of anesthesia, practical and theo- 
retical, to the internes of Grant Hospital. 

Lectures to Student Nurses. Lectures are conducted 
for the student nurse in the proper care and conduct 
of patients preparatory to anesthesia with special em- 
phasis on the post-operative care and what to do in 
critical situations. 

Lectures to Heads of Departments. Lectures will 
be given to the heads of departments in order that they 
may have a better understanding of the work of the 
various departments as it applies to the care of the 
anesthetic patient. 

Research. New methods are being used and a num- 
ber of new developments in equipment are in opera- 
tion. One is a device for the removal of ether from 
the tonsil room, thus eliminating the fatigue which 
follows to the operator and attendants from the ab- 
sorption of ether vapor. The Ben Morgan Zipper Arm 
Holder will be used; also a special attachment to the 
operating table for more conveniently adjusting head, 
shoulders and chest of the patient ; also an easy method 
of inserting the trachea catheter. 

It is urged that recognition of the necessitv for 
proper training in the science of anesthesia and pro- 
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vision of the necessary instruction will be more strong- 
ly emphasized in medical schools and hospitals already 
providing such training and that others, when properly 
qualified, will organize their teaching facilities in order 
that more physicians may be prepared to properly man- 
age the anesthetic patient. 


Program for a Voluntary Hospital... 
(Continued from page 21) 





sonnel, the patient and his family, auxiliaries, the press, 
hospital councils, and state and national organizations. 
This is not publicity in the cheap sense, but it is the 
fostering of an understanding relationship between 
the hospital and the community. The public will go far 
in supporting and sustaining an institution when the 
needs and the possibilities are understood. 


Finances 

very hospital should have a sound financial policy. 
It should practice economy with unexcelled service to 
the patient. The greatest economy can be practiced in 
the purchase and issue of supplies and, in order that 
this may be made effective there should be centralized 
purchasing and a central storeroom. 

The central storeroom should be adequate to con- 
tain all supplies handled, these being arranged in an 
orderly manner and placed under a responsible store- 
keeper. In order that he may be held responsible gen- 
eral access to stores should be prevented. This necessi- 
tates a locked storeroom, to prevent the entry of un- 
authorized persons. 

The storekeeper should be held responsible for main- 
tenance of and accounting for stock. This involves a 
perpetual inventory showing quantities received, quan- 
tities issued and to whom, and the amount remaining. 
By means of such inventories the storekeeper is enabled 
to control his stock and also to collaborate with the 
accounting department in determining departmental 
costs insofar as this is desirable. 

Every voluntary hospital should seek to liquidate its 
debt if it has an accrued indebtedness. It should in- 
crease its endowment and through ethical publicity 
receive large bequests and gifts. It should plan for 
enlarged facilities, seeking to give a more modern 
scientific service to the patient. New equipment is con- 
stantly necessary. It would be wise for the voluntary 
hospital to make a model of the buildings that it should 
have in the next twenty years and place that model in 
a glass case in its lobby for the children of the parents 
of the present generation to dream about. 


The Friendly Hospital 
Every patient should become an enthusiastic friend 


of the hospital as to its care, service, and personnel. 
Friendliness should be the criteria of all humanitarian 
altruistic service. The modern hospital considers the 
patient a guest, is eager to place him in an environment 
which is comforting, reassuring and friendly. 

In this age of change and of nerve wrecking experi- 
ences the patient needs mental help, as well as physical 
restoration. The hospital that ministers to the spirit 
has the vision of its real service to humanity. 
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- THE HOSPITAL HOUSEKEEPER | 


MRS. ALTA LA BELLE 
Michael Reese Hospital 
Chicago 


MRS. GRACE H. BRIGHAM 
Biltmore Hotel 
Providence, R. I. 


West Jersey Homeopathic Hospital, 
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MRS. ALICE M. ELDRIDGE 
Fairmont Hospital 
San Leandro, Calif. 


MRS. DORIS L. DUNGAN 


Camden, N. J. 
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CARE OF RESILIENT FLOORS 


THE MAINTENANCE OF linoleum 
floors in hospitals is a relatively simple and 
easy matter. The smooth surface of lino- 
leum resists dirt and stains and greatly facilitates 
cleaning. 

In institutions where floors are used daily, the lino- 
leum floor should be dry brushed every day. When- 
ever appearance demands, the floors should be damp- 
mopped and treated with a thin film of wax. Badly 
soiled floors should be washed with an approved 
cleaner for linoleum, then waxed. 

A new water-emulsion wax is particularly easy to 
use as it does not have to be polished. It should be 
applied in a thin, even coat with a cotton cloth or wool 
applicator that has been thoroughly but not excessively 
saturated in it. Best results are given by using long, 
straight strokes in one direction. In about half an 
hour, the wax will dry with a pleasing lustrous finish. 
If desired, a higher gloss can then be secured by pol- 
ishing with a weighted cloth or an electric machine. 


»> > » 


A squeegee with a handle saves work for the janitor in removing 
the excess water that remains after the floor has been scrubbed 
with the machine. 
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By CLARK SAMUEL 


Armstrong Cork Company, Lancaster, Pa. 





With the naphtha or turpentine waxes (in either 
paste or liquid form), an electric machine always 
should be used so that the wax will be properly rubbed 
into the surface of the linoleum. The hard, dry film of 
wax which results from this method of application is 
highly desirable. Paste wax can be used, but liquid 
wax is easier and more economical to apply. One gal- 
lon of liquid wax should cover about one thousand 
square feet of linoleum on the first application and 
about twelve hundred square feet on succeeding wax- 
ings. 

An easy way to apply this type of wax on a large 
floor is to pour it into a pail, dip a large, clean cotton 
mop into it, and thus spread it over the floor. The wax 
should be applied in as thin a coating as possible, and 
the mop worked both ways over the floor. 
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A daily brushing with a dry mop or brush keeps linoleum floors 
looking spic and span. Occasional waxing renews their original 
lustre and beauty. 
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This janitor is washing a linoleum floor with an electric machine. 
In cleaning linoleum floors, it is best to avoid harsh soaps that 
contain strong alkalies and abrasives. 


After the wax has been applied to the whole area, 
use a fine-bristled brush on the polishing machine and 
go over the floor. Run the machine slowly both length- 
wise and crosswise on the floor to drive the wax into 
the body of the linoleum and to develop a good polish. 
Sweep off with a hair broom any dust or wax particles 
that the polishing has caused. When a rich, glossy 
finish is desired, place a polishing cloth on the machine 
and go over the floor again. 

In addition to bringing out the colors of the linoleum 
and so adding greatly to its appearance, the wax finish 
actually takes the wear and so saves the surface. In 
practically every large building where the waxing 
method of maintaining linoleum floors has _ been 
adopted, a very definite saving in costs has been 
effected. 


Use Only Mild Soaps 

Two commonly used cleansing agents found in many 
soaps are abrasive material and free alkali, or alkali 
in the form of alkaline salts. These agents should not 
be used on linoleum. Abrasive material acts like sand- 
paper. 

Free alkali also is destructive because it quickly at- 
tacks any oil, and one of the chief ingredients of lino- 
leum is linseed oil. Strong soaps, then, should not be 
used for washing linoleum, any more than you would 
use them on a fine radio cabinet or dining table or 
anything else that has a varnish or linseed oil base. 

Manufacturers of linoleum recommend against the 
use of varnish or shellac or floor oil on any kind of 
linoleum. Many varnishes have a yellowish cast which 
darkens the pattern. Some varnishes, which appear to 
be very transparent, will turn white when water is 
spilled on them. These same objections may apply to 
shellac. Floor oil usually does not evaporate entirely 
but remains more or less on the surface to collect 
dust and dirt. 
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Care of Linoleum-type Tile Floors 

Linoleum-type tile floors in hospitals should be 
dusted daily with a fine hair broom. The floor should 
be damp-mopped at intervals, and thoroughly washed 
when necessary with a floor cleaner solution and warm 
water. After each damp-mopping or washing, a thin 
coat of wax should be applied. The appearance of 
main traveled areas will be greatly improved by an 
occasional buffing with an electric machine. 

Actual experience has proved that the waxing meth- 
od of maintenance is less expensive than scrubbing 
and, in addition, it improves the appearance and in- 
creases the durability of linoleum-type tile floors. 


Care of Cork Tile Floors 

After cork tile has been properly installed it should 
be treated by the contractor with one coat of cork 
tile sealer, followed by one coat of liquid paste wax 
and one coat of water-emulsion wax. Each coat of 
wax should be thoroughly buffed with an electric pol- 
ishing machine. 

The daily care of cork tile floors thus prepared need 
consist only of mopping with a dry dust-mop. When- 
ever necessary, a damp-mopping, immediately followed 
with a thin application of water-emulsion wax, is rec- 
ommended. 

Occasionally, as appearance requires, the floor 
should be scrubbed with a solution of floor cleaner and 
warm water, thoroughly rinsed and, when dry, treated 
with several applications of water-emulsion wax. Re- 
peated applications of this wax will produce a protec- 
tive film that will protect the cork tile floors from wear. 


Care of Asphalt Tile Floors 

Asphalt tile floors should be cleaned with a cleaner 
recommended by the manufacturer. After each clean- 
ing, mop with clear water to remove soap film. Avoid 
the use of oils, soaps, and detergents with abrasive 
fillers, or any compound containing free naphtha, gaso- 
line, turpentine, etc. 

For the first cleaning use a fairly concentrated solu- 
tion—about one part cleaner to six or eight parts water. 
Thoroughly scrub the floor, then take up the dirty 
solution with a mop or squeegee. Rinse with clear 
water. 

Waxes which contain naphtha, turpentine, and simi- 
lar solvents should never be used on asphalt tile floors, 
because these solvents attack the asphaltic binder. The 
daily care of an asphalt tile floor which has received 
one or more applications of water-emulsion wax con- 
sists of brushing the floor with a soft hair broom to 
remove the dust and dirt that normally gathers on 
the surfacé. 

Care of Rubber Tile Floors 

Rubber tile floors should not be washed until at 
least five days after installation, to allow proper setting 
to take place. For washing, use lukewarm water, add- 
ing to every pail a cupful of household ammonia or a 
quarter cup of either washing soda (sodium car- 
bonate) or tri-sodium phosphate. 

Soaps, greases, and oils attack rubber, softening it, 
and causing it to swell. Therefore, the utmost care 
is required in the selection of cleaning agents. The 
floor should never be flooded nor should a scrubbing 
machine be used. Best results are given by thoroughly 
mopping and then rinsing a small section at a time. 
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After rubber tile floors have been cleaned in the 
above manner, they may be maintained either by dry 
buffing or by the use of a water-emulsion wax. They 
should never be lacquered or varnished, nor should 
they be waxed with ordinary turpentine-base or naph- 
tha-base waxes. 

The daily care of a well-waxed rubber tile floor 
consists of brushing with a hair broom to remove sur- 
face dust and dirt. At periodic intervals, depending 
on the severity of wear, the floor should be washed 
and then rewaxed. 


The Women’s Auxiliary .. . 


(Continued from page 19) 





lishment of Sanatoria for the care of the consump- 

tive poor.” 

So rapidly did the plan develop under the remark- 
able leadership and organizing ability of the originator, 
who was then our president, that during the period 
from January, 1901 to April, 1902 twenty auxiliaries 
were formed with a total membership of 928 eager 
and hard working ladies. During the first three years 
of existence these auxiliaries contributed in all $84,- 
309.01. 

The auxiliaries marched steadily on, giving their 
valuable support. The year 1908 was a significant 
milestone in their career. At the International Tuber- 
culosis Conference held in the same year, an award of 
merit was issued to our Board of Directors, the award 
being signed by none other than the late Theodore 
Roosevelt. The auxiliary plan naturally received tre- 
mendous impetus through the endorsement of the 
former president. The idea was at once enthusiastic- 
ally adopted by well known institutions and _ philan- 
thropies all over the country, and ever since then has 
been a powerful factor in work of a benevolent nature. 

In 1925 one of our former superintendents sen 
the following statement : 

“Tt is not fiction to state that Stony Wold exists 
because of its auxiliaries. No other agency has 
played and is playing so influential a part in our 
organization as is this group of earnest philanthropi- 
cally inclined ladies. They are the bulwark of our 
structure. 

“A few figures will help delineate the value of 
this work. During the past year there was turned 
into the treasury over $27,363.00, a sum that sent 
more than fifty patients to us. 

“Think what this means in gratitude and happi- 
ness in families held together and in lives saved. A 
worthy girl who goes to business every day develops 
an illness which the physician says comes from 
weakened lungs. An auxiliary becomes interested 
in her ... and after a few months she regains 
her health.” 

The women’s auxiliary has become firmly entrenched 
in our institutional organizations. During the last few 
years group hospitalization has taken firmer root. How 
soon will birth be given to other equally worthy and 
sorely needed plans to relieve the financial plight of 
those who are engaged in the noble task of relieving 
human misery. . 
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HOTEL 


MELBOURNE 


@A night's rest that’s peaceful 
and ie ng pleasant atmos- 
phere in the lobby-the warm 
glow that good brings- 
the pleasant reaction that low 
prices give - these are the 
things that make the Melbourne y 
the Choice oF every experienced _ gaunt 
traveler, Cou 
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IN AMERICA’S FOREMOST HOSPITALS 
WHERE ... SILENCE AND CLEANLINESS 

ie ARE A T-R-A-D-I-T-1-O-N 
YOU'LL FIND THIS MACHINE 


Merging perfectly into the quiet orderliness of 
Hospital routine—projecting a new note of Silent 
Efficiency and Economy that cannot be duplicated 
by any other method. 



























«x The Lincoln Twin-Disc Scrubs, Waxes, and Polishes 

with equal faciljty in the hands of an inexperienced 

WRITE operator. Its ''Sphinx-like’ quietness 

TODAY of operation, its dependable, sturdy 

OR FU construction, its smooth efficient opera- 

LL tion, has won it an established reputa- 
DETAILS tion in hospitals everywhere. 

OF 5-DAY Cuts floor maintenance costs and soon 

FREE pays for itself out of Savings in Time, 

Labor, and Materials. Try it out for 

TRIAL . _* FREE Trial. Write for full 

OFFER etails 
sn LINCOLN - SCHLUETER 
+ MEU” FLOOR MACHINERY CO., INC. 






234 W. Grand Ave. Chicago, Hl. 

















MENNEN Antiseptic OIL 
has been adopted for routine 


nursery use by 2652* hospitals 


*Aug. |, 1937 
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NEW PRODUCTS AND APPLIANCES 


Removable Sliding Bed Side 
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» » Lhe Inland Bed Company of Chicago has recently 
introduced this removable sliding bed side which will 
attach to any bed. One model is made to attach to beds 
having angle iron frames; another for those having 
oval tubing side rails. The side is finished in baked 
enamel, colored to match the bed; clamps are felt- 
padded to prevent marring rails; drop side construc- 
tion is operated by a hand trip which is out of reach 
of the patient; the slide rods are chrome plated with 
rubber bumpers. 


Sunco Soundmaster 














» » A sound reinforcing amplifier system with 2,400 
times more audio power than the human voice in a 
case on 13% by 13% by 9 inches in size is a feature 
of the new Sunco Soundmaster. 

The Soundmaster is equipped with a twelve-inch 
fifteen watt speaker which gives large air displacement 
and thus has great carrying power without the effect 
of loudness. This is a desirable feature in paging or 
announcing in hospitals, the better class hotels, clubs 
and department stores. It operates directly from 110 
volt, 50 to 60 cycle lines, and converters for battery 
operation can be furnished. The price complete is 


$67.50. 
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Wyandotte Keego Cleaner 


» » The J. B. Ford Company of Wyandotte, Michigan, 
has announced a new cleaner, Keego, suitable for both 
hand and machine dishwashing. With this cleaner, 
the manufacturer states, it is possible to wash stains 
from dishes without hand scouring and without trou- 
blesome dipping. 

Stained dishes, cloudy glassware and deposits inside 
dish machines are generally caused by the presence of 
two chemicals in water—calcium and magnesium. 
Keego is specifically manufactured to put both calcium 
and magnesium present in water into solution, and yet 
leave the solution cl€ar. This means that the stains 
already on the dishes will be washed away in the ordi- 


nary dishwashing procedure without especial attention, . 


the firm claims, and also that new stains and films will 
not form on dishes or glasses washed with this 
material. 

Keego is also said to offer a solution to the hand 
toweling problem, as it rinses so completely that in 
most cases the need for hand toweling is eliminated. 
In addition, the maker states that Wyandotte Keego 
cleaner can be used for all kinds of dishwashing— 
dish, glass and silver, and for all general culinary clean- 
ing, including coffee urns, pots and pans, and refrig- 
erators, and that it will not leave foreign deposits in 
dish machines in even the hardest and most trouble- 
some waters. Keego is available in 350-pound barrels 
and in 100-pound wood drums. 


Crane Co. Has New Oil Burner 


» » A gun-type oil burner, called the Crano Burner, 
designed to produce equal satisfaction on either con- 
version jobs or complete new boiler-burner units, has 
recently been added to the Crane line of heating fix- 
tures and equipment. It is of the pressure-atomizing, 
continuous-ignition type, and carries the approval of 
the National Board of Underwriters. 
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